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580-9-44-.01 Definitions.

(1) Abstinence - Non-use of any addictive
psychoactive substance.

(2) Abuse - The willful infliction of physical
pain, injury, or mental anguish or the willful deprivation
of services necessary to maintain mental and physical
health.

(3) Activity - The execution of a task or action
(a group or individual session) by an individual.

(4) Activity Therapy - Structured, object-
oriented music, dance, art, social, or play therapeutic
activities conducted, not for recreational purposes, by a
qualified substance abuse professional to assist a client
in developing or enhancing psychosocial competencies, to
alleviate emotional disturbances, to change maladaptive
patterns of behavior, and/or to assist in restoring the
individual to a level of functioning capable of supporting
and sustaining recovery.

(5) Addiction - A primary, chronic
neurobiological disease, with genetic, psychosocial and
environmental factors influencing its development and
manifestations. It is characterized by behaviors that
include one or more of the following: impaired control over
drug use, compulsive use, continued use despite harm, and
craving.

(6) Administer - The direct application of a
prescription drug by ingestion or any other means to the
body of a client by a licensed practitioner, or by the
client at the direction of, or in the presence of, a
practitioner.

(7) Admission - That point in an individual’s
relationship with an organized treatment service when the
placement assessment process has been completed and the
individual placed in a level of care of the treatment
program.

9-44-3



Mental Health 580-9-44

(8) Adolescent - An individual aged 13-18. The
term also frequently applies to young adults aged 18-21,
whose needs dictate admissions to adolescent programs.

(9) Advocacy - To advocate for, protect and
advance the legal, human and service rights of people.

(10) Aftercare - The component of a treatment
program which assures the provision of continued contact
with the client following the termination of services from
a primary care modality, designed to support and to
increase the gains made to date in the treatment process.
Aftercare plan development should start prior to discharge,
but is not implemented until discharge.

(11) Aftercare Plan - A written plan that
specifies goals to be achieved by a client and/or family
involved in the aftercare of the client.

(12) Alcoholism - A general but diagnostic term,
usually used to describe alcohol dependence, but sometimes
used more broadly to describe a variety of problems related
to the use of beverage alcohol.

(13) Ambulatory Detoxification - Detoxification
that is medically monitored but that does not require
admission to an inpatient medically or clinically monitored
or managed setting.

(14) Ancillary Services - Non-substance use
related services such as legal, vocational, employment,
public assistance, child care and transportation that may
either be essential or incidental to a client’s recovery.

(15) ASAM Placement Criteria - ASAM Placement
criteria means the most current edition/set of placement
criteria for substance abuse patient/clients published by
the American Society of Addiction Medicine.

(16) Assertive Community Treatment (ACT) - Active
outreach to persons, usually with serious and persistent
mental illness, who need a support system that facilitates
living and functioning adequately in the community. ACT
involves comprehensive services designed to engage and
retain patients in treatment and assist them in managing
daily living, obtaining work, building and strengthening
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family and friendship networks, managing symptoms and
crises and preventing relapse.

(17) Basic Living Skills - Scheduled
interventions conducted under the supervision of a
qualified substance abuse professional to train and assist
a client in reestablishing the ability to perform and
manage fundamental tasks required for daily living.

(18) Behavioral Health Field - A broad array of
mental health, substance use, habilitation and
rehabilitation services that are utilized to individuals
with substance use disorders. The field includes the areas
of psychology, social work, counseling and psychiatric
nursing.

(19) Behavioral Health Screening - A structured
interview process conducted by a qualified substance abuse
professional, utilizing the DMH/SASD uniform assessment
tool, for the purpose of identifying an individual’s
presenting needs and establishing a corresponding
recommendation for placement in an appropriate level of
care.

(20) Case Management - The activities guided by a
client’s service plan which brings agencies, resources and
people together within a planned framework of action toward
the achievement of established treatment goals.

(21) Central Registry - A system which is used by
two (2) or more providers to share information about
clients who are applying for or presently involved in
detoxification or maintenance treatment using methadone or
other opiate replacements, for the purpose of preventing
the concurrent enrollment of clients with more than one OMT
provider.

(22) Certification - The process by which DMH or
SASD determines that a provider is qualified to provide
treatment or prevention services under applicable State and
Federal standards.

(23) Chemical Dependency - A generic term

relating to psychological or physical dependency, or both,
on one or more psychoactive substances.
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(24) Chemical Restraint - Is the use of any drug
to manage a client’s behavior in a way that reduces the
safety risk to the client or others or to temporarily
restrict the client’s freedom of movement and is not a
standard treatment dosage for the client’s medical or
psychiatric condition.

(25) Child/Adolescent - The period of life of an
individual up to the age at which one is legally recognized
as an adult according to state or provincial law. (CARF)

(26) Child Sitting Services - Care provided for
children of clients in treatment during the same time
period as the specific occurrence of the parent’s
treatment.

(27) Client - An individual who receives
treatment for alcohol or other drug problems. The terms
“client” and “patient” sometimes are used interchangeably,
although staff in medical settings more commonly use
“patient” while staff of non-medical residential or
outpatient settings refer to “clients”.

(28) Clinically Managed Services - Services
directed by non-physician addiction specialists rather than
medical personnel. They are appropriate for individuals
whose primary problems involve emotional, behavioral or
cognitive concerns, readiness to change, relapse, or
recovery environment and whose problems with
intoxication/withdrawal or biomedical are minimal or can be
managed through separate arrangements for medical services.

(29) Clinical Supervision - Intermittent face-to-
face contact, provided on or off the site of a service,
between a clinical supervisor and treatment staff to ensure
that each client has an individualized counseling plan and
is receiving quality care.

(30) Consultation - A discussion of the aspects
of a particular client’s circumstance with other
professionals to ensure comprehensive and quality care for
the client that is consistent with the objectives of the
client’s treatment plan, or is used to make adjustments to
the client’s treatment plan.

(31) Continuous Assessment - The term includes
but is not limited to review of the individual service
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plan, client progress reports, etc. The information gained
from continuous assessment is used to match an individuals’
need with the appropriate setting, care level and
intensity. It is also used to determine an individuals’
need for continued stay, discharge, or transfer to another
level of care.

(32) Continuing Care - A course of treatment
identified in a service plan designed to support the
process of recovery that is provided at a frequency
sufficient to maintain recovery. The treatment provided is
flexible and tailored to the shifting needs of the client
and his and her level of readiness to change.

(33) Co-Occurring Disorders - Concurrent
substance use and mental health disorder found in a single
individual. Both conditions are such that they may also
exist alone but there is no implication as to one disorder
being primary. Other terms used to describe COD include:
dual diagnosis, dual disorders, mentally ill chemically
addicted (MICA), chemically addicted mentally ill (CAMI),
mentally ill substance abusers (MISA), mentally ill
chemically dependent (MICD), coexisting disorders, co-
morbid disorders, and individuals with co-occurring
psychiatric and substance symptomatology (ICOPSS).

(34) Continued Stay, Transfer, and Discharge
Criteria - Criteria used after the initial assessment to
monitor progress during a treatment episode and decide on
Level of Care.

(35) Counselor - A member of the clinical staff
working in a program who is licensed or certified and whose
primary duties consist of conducting and documenting
services such as counseling, psycho-educational groups,
psychosocial assessment, treatment planning and case
management.

(36) Crisis Intervention - Services that respond
to a client’s needs during acute episodes that may involve
physical distress, imminent relapse and danger to self and
others.

(37) Crisis Planning - A process of developing
necessary resources to appropriately address and respond to
acute needs of a client to include assessing for suicide
and homicide ideations or plans.
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(38) Criteria - Written rules, measures, or
factors that help assessors determine where to place a
client in care.

(39) Dependence - Used in three different ways:
(a) physical dependence is a state of adaptation that is
manifested by a drug class specific withdrawal syndrome
that can be produced by abrupt cessation, rapid dose
reduction, decreasing blood level of the drug, and/or
administration of an antagonist; (b) psychological
dependence is a subjective sense of need for a specific
psychoactive substance, either for its positive effects or
to avoid negative effects associated with its abstinence;
and (c) one category of psychoactive substance use
disorder.

(40) Detoxification - The deliberate withdrawal
of a person from a specific physiological addicting
substance in a safe and effective manner.

(41) Detoxification Rating Scales - As needed
documentation. For example: clinical institution,
withdrawal, assessment (CIWA); clinical opiates withdrawal
scale (COWS), etc.

(42) Developmental Delay, Prevention Activities,
Dependent Child - Structured activities provided by an
appropriately credentialed professional for children of
clients in treatment, during the same time period as the
specific occurrence of the parent’s treatment. These
services function to foster healthy psychological,
emotional, social and intellectual development of the
child.

(43) Diagnostic Criteria - Prevailing standards
which are used to determine a client’s mental and physical
condition relative to their need for substance abuse
services, such as those which are described in the current
Diagnostic and Statistical Manual of Mental Disorders.

(44) Didactic Group - Groups that are designed to
teach or lecture.

(45) Discharge Planning - The process, beginning

at admission of determining a client’s continued need for
treatment services and developing a plan to address ongoing
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client recovery needs once the client has been discharged
from a level of care.

(46) Discharge Summary - A written narrative of
the client’s treatment record describing the client’s
accomplishments and problems during treatment, reasons for
discharge and recommendations for further services.

(47) Discharge/Transfer Criteria - During client
assessment, problems and priorities are identified as
justifying treatment at a particular level of care.
Discharge/Transfer Criteria describe the degree of
resolution of those problems and priorities and are used to
determine when a client can be treated at a different level
of care or discharged from treatment. The appearance of
new problems may require services that can be provided
effectively only at a more or less intensive level of care.
This level of function and clinical severity of a client’s
status in each of the six dimensions is considered in
determining the need for discharge or transfer.

(48) Documentation - Provisions of written, dated
and authenticated evidence (signed by person’s name and
title) to substantiate compliance with standards (e.g.
minutes of meetings, memoranda, schedules, notices,
announcement) .

(49) Drug Intoxication - Dysfunctional changes in
physiological functioning, psychological functioning, mood
state, cognitive process, or all of these, as a consequence
of consumption of a psychoactive substance; usually
disruptive, and often stemming from central nervous system
impairment.

(50) DSM - The most current edition of the
Diagnostic and Statistical Manual of Mental Disorders,
published by the American Psychiatric Association.
References to DSM may be construed to mean the most current
edition of the International Classification of Diseases
(ICD-10) when appropriate.

(51) Dual Diagnosis - Refers to the client who
has signs and symptoms of concurrent substance-related and
mental disorders. Other terms used to describe such co-
occurring disorders include, co-occurring disorders, dual
disorders, mentally ill chemically addicted (MICA),
chemically addicted mentally i1l (CAMI), mentally ill

9-44-9



Mental Health 580-9-44

substance abusers (MISA), mentally ill chemically dependent
(MICD), coexisting disorders, comorbid disorders, and
individuals with co-occurring psychiatric and substance
symptomatology (ICOPSS).

(52) Dual Diagnosis Capable (DDC) - Treatment
programs that address co-occurring mental and substance-
related disorders in their policies and procedures,
assessment, treatment planning, program content and
discharge planning are described as “Dual Diagnosis
Capable” DDC. Such programs have arrangements in place for
coordination and collaboration with mental health services.
They can provide psychopharmacologic monitoring and
psychological assessment and consultation, either on site
or through coordinated consultation with off site
providers. Program staff are able to address the
interaction between mental and substance related disorders
and their effect on the client’s readiness to change- as
well as relapse and recovery environment issues- through
individual and group program content. Nevertheless, the
primary focus of DDC programs is the treatment of
substance-related disorders.

(53) Dual Diagnosis Enhanced (DDE) - Describes
treatment programs that incorporate policies, procedures,
assessments, treatment and discharge planning processes
that accommodate patients who have co-occurring mental and
substance related disorders. Mental health symptom
management groups are incorporated into addiction
treatment. Motivational enhancement therapies specifically
designed for those with co-occurring mental and substance-
related disorders are more likely to be available
(particularly in out-patient settings) and, there is close
collaboration or integration with a mental health program
that provides crisis backup services and access to mental
health case management and continuing care. In contrast to
Dual Diagnosis Capable services, Dual Diagnosis Enhanced
services place their primary focus on the integration of
services for mental and substance-related disorders in
their staffing, services and program content.

(54) Early Intervention - Services that explore
and address any problems or risk factors that appear to be
related to the use of alcohol and other drugs and that help
the client to recognize the harmful consequences of
inappropriate use. Such individuals may not appear to meet
the diagnostic criteria for a substance use disorder, but
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require early intervention for education and further
assessment.

(55) Emergency Service - A network of services
that provides all persons having acute problems related to
alcohol and other drug use and abuse readily available
diagnosis and care, as well as appropriate referral for
continuing care after emergency treatment.

(56) Exploitation - An unjust or improper use of
another person or their resources for one’s own profit or
advantage or for the profit or advantage of another person.

(57) Evidence-Based Practice - An approach to
mental health care practice in which the clinician is aware
of the evidence that bears on his/her clinical practice,
and the strength of that evidence.

(58) Failure (as in a treatment failure) - Lack
of progress and/or regression at any given level of care.
These situations warrant a reassessment of the treatment
plan, with modifications of the treatment approach. Such
situations may require changes in the treatment plan at the
same level of care or transfer to a different (more or less
intensive) level of care to achieve a better therapeutic
response. Sometimes used to describe relapse after a
single treatment episode- an inappropriate construct in
describing a chronic disease or disorder.

(59) Family - Individuals as defined by law, or
significant others that claim relationship to the client.
A person’s immediate relatives and/or significant others.
A term used to describe a person’s parents, spouse,
siblings, extended family, guardians, legally authorized
representatives, or significant others as identified by the
person served. (CARF)

(60) Family Counseling - A treatment plan focused
on intervention involving a client, his/her family unit
and/or significant others, and a mental health/substance
abuse professional. Treatment is designed to maximize
strengths and to reduce behavior problems and/or functional
deficits stemming from the existence of a mental disorder
that interferes with a client’s personal, familial,
vocational, and/or community adjustment.
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(61) Flow Sheets - A term usually associated with
the field of nursing; Documentation that is required for a
patient that assesses their entire day. Components of a
flow sheet include:

(a) The Master Treatment Problem (MTP Problem).
(b) Risk Assessment.

(c) Medication Compliance and Response.

(d) Subjective & Objective Data.

(e) Physical Assessment- Review of Systems.

(f) Pain Assessment.

(g) Intervention/Education.

(h) Response to Intervention.

(1) Additional Information.

(62) Follow-up - A process used by a treatment

provider that will periodically assess the progress of a
client who has completed treatment services.

(63) Governing Authority - The individuals or
group that provides direction, guidance, and oversight,
approves decisions specific to the organization and its
services. The chief executive or agency director reports
to this authority.

(64) Grievance - A written expression of
dissatisfaction which may or may not be the result of an
unresolved complaint.

(65) Group Counseling - The application of
counseling techniques which involve interaction among
members of a group consisting of at least three (3) clients
but not more than fifteen (15) with a minimum of one (1)
counselor for every fifteen (15) clients.

(66) Health Education - A service prescribed to
modify assessed alcohol and/or drug use, cognitive,
behavioral, emotional, social, and/or psycho-physiological
factors relevant to and affecting the client’s physical
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health problems. This service is provided for individuals
who have established illnesses or symptoms.

(67) HIV Early Intervention Services -
Appropriate pretest counseling for HIV and AIDS. Testing
individuals with respect to such disease, including tests
to confirm the presence of the disease, tests to diagnose
the extent of the deficiency in the immune system, and
tests to provide information on appropriate therapeutic
measures for preventing and treating the deterioration of
the immune system and for preventing and treating
conditions arising from the disease. Also, appropriate
post-test counseling and therapeutic measures.

(68) Human Service Needs Assessment (HSNA) - An
assessment of specific human service needs of a client.
The systematic determination of the specific needs of each

client. Its’ purpose is to comprehensively define the
scope of services and the client’s functional levels to
develop an individualized case management case plan. It

clearly describes the client’s strengths and problem areas.
The following key elements make up the HSNA: family
relationship, housing, vocational/educational,
recreational, transportation, social support, physical,
financial and spiritual.

(69) Individualized Counseling - Counseling
designed to meet a particular client’s needs, guided by a
treatment plan that is directly related to a specific,
unique client assessment.

(70) Individualized Service Plan - The ongoing
process by which a clinician and the client identify and
rank problems, establish agreed upon goals and decide on
the treatment process and resources to be utilized.

(71) Intake - The process of collecting and
assessing information to facilitate admission of an
individual into a substance abuse treatment program.

(72) Intake Service - A structured interview
process conducted by a trained clinician for the purpose of
identifying and evaluating a client’s continued need for
treatment or care after diagnostic interview examination,
admission and implementation of the initial treatment plan,
in a specific level of care.
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(73) Intensive Case Management - A comprehensive
community service that includes evaluation, outreach and
support services, usually provided on an outpatient basis.
The case manager (management team) advocates for the client
with community agencies and arranges services and supports.
The case manager may also teach community living and
problem-solving skills, model productive behaviors and the
client becomes self-sufficient.

(74) Intensive Outpatient Treatment - An
organized service delivered by addiction professionals or
addiction-credentialed clinicians, which provides a planned
regimen of treatment, consisting of regularly scheduled
sessions within a structured program, for a minimum of nine
(9) hours of treatment per week for adults and six (6)
hours of treatment per week for adolescents.

(75) Interdisciplinary Staff - A group of
clinicians trained in different professions, disciplines,
or service areas (such as physicians, counselors,
psychologists, social workers, nurses and certified
substance abuse counselors), who function interactively and
interdependently in conducting a client’s diagnostic
interview examination, service plan and treatment services.
There must be close interaction and integration among the
disciplines to ensure that all members of the team interact
to achieve team goals.

(76) Intervention - A planned interaction with an
individual who may be dependent on one or more psychoactive
substances, with the aim of making a full assessment,
overcoming denial, interrupting drug-taking behavior, or
inducing the individual to initiate treatment. Includes
activities and strategies that are used to prevent or
impede the development or progression of substance abuse
problems.

(77) Length of Service - The number of days for
inpatient care or units/visits for outpatient of service
provided to a patient, from admission to discharge, at a
particular level of care.

(78) Level of Care - The term refers to broad
categories of patient placement, which encompass a range of
clinical services such as early intervention,
detoxification, or Opioid Maintenance Therapy services and
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levels of care such as intensive outpatient treatment or
clinically managed medium intensity residential treatment.

(79) Level of Function - An individual’s relative
degree of health and freedom from specific signs and
symptoms of a mental or substance-related disorder, which
determine whether the individual requires treatment.

(80) Licensed Independent Practitioner - An
individual permitted by law and by the organization to
provide care and services, without direction or
supervision, within the scope of the individual's license
and consistent with individually granted clinical
privileges. In Alabama such individuals include: MD, DO,
licensed psychologist, licensed professional counselor,
licensed certified social worker, licensed marriage and
family therapist, Master’s level nurse in psychiatric
nursing, certified registered nurse practitioner, and
physician assistant.

(81) Linkage - Established connections and
networks with a variety of agencies, companies and persons
in the community that provides linkage that is facilitated
between the client and service provider. (CARF)

(82) Long-term Detoxification Treatment -
Detoxification treatment for a period of more than thirty
(30) days but less than one-hundred eighty (180) days.

(83) Medical Director - A physician licensed
under Alabama law who has been designated to oversee all
medical services of a provider and has been given the
authority and responsibility for medical care delivered by
a provider. This includes ensuring the program is in
compliance with all federal, state and local laws and
regulations regarding the medical treatment of addiction to
an Opioid drug.

(84) Medically Managed Treatment - Services that
involve daily medical care, where diagnostic and treatment
services are directly provided and/or managed by an
appropriately trained and licensed physician.

(85) Medically Monitored Treatment - Services
that are provided by an interdisciplinary staff of nurses,
counselors, social workers, addiction specialists and other
health care professionals and technical personnel, under
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the direction of a licensed physician. Medical monitoring
is provided through an appropriate mix of direct patient
contact, review of records, team meetings, twenty-four (24)
hour coverage by a physician, and quality assurance
programs.

(86) Medical Monitoring - Evaluation, care and
treatment by medical personnel who are licensed for clients
whose substance abuse and related problems are severe
enough to require intensive inpatient treatment using an
interdisciplinary team approach.

(87) Medical Necessity - Services by a provider
to identify or treat an illness that has been diagnosed or
suspected. The services are consistent with:

(a) The diagnosis and treatment of a condition.
(b) The standards of good medical practice.

(c) Required for other than convenience.

(d) The most appropriate supply or level of

service.
When applied to inpatient care, the term means: that the
needed care can only be safely given on an inpatient basis.

(88) Medically Managed Service - Services
provided or directly managed by a physician.

(89) Medically Monitored Service - Services
provided under the direction and supervision of a
physician. The physician may or may not directly

administer care to the client.

(90) Medication Administration - The direct
administration of prescribed medication, as according to
assessed needs stipulated in a client’s service plan, and
observation of the client’s intake of the medication by
mouth.

(91) Medication Assistant Certified Worker (MAC
Worker) - Unlicensed worker that performs basic strategies
in assisting with the medication administration process.
Must have successfully completed the twenty-four (24) hour
MAC 1 & 2 educational program and received a score of
ninety (90) or above on the MAC test.

(92) Medication Assistant Supervisor Nurse (MAC

Nurse) - A registered nurse (RN) or licensed practical
nurse (LPN) with a valid Alabama license and employed or
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contracted by an agency/program certified by the ADMH.
Must complete the seven (7) hours training program for MAS
nurses and receive a score of ninety (90) or above on the
MAS test.

(93) Medication Assistance Train-the-Trainer
Registered Nurse (MATT RN) - Must be a MAS registered nurse
with at least one (1) year of community service. Must also

receive additional training beyond the MAS requirement and
receive a score of ninety (90) or above on the MATT test.

(94) Medication Destruction Record - What it is
and what i1s contained in it.

(95) Medication Management - The practice of
prescribing and/or dispensing medication by qualified
personnel. (CARF)

(96) Medication Monitoring - Face-to-face contact
between the client and rehabilitative services, or a child
and adolescent services/adult protective services
professional, pharmacist, RN, or LPN for the purpose of
reviewing the overt physiological effects of psychotropic
medications; monitoring compliance with dosage
instructions; instructing the client and/or caregivers of
expected effects of psychotropic medications; assessing the
client’s need to see the physician; and recommending
changes in the psychotropic medication regimen.

(97) Mental Health Consultation - A service aimed
at assisting other service agency providers or independent
practitioners in providing appropriate services to an
identified Medicaid client by providing clinical
consultation. Key service functions include written or oral
interaction in a clinical capacity in order to assist
another provider to meet the specific treatment needs of an
individual client and to assure continuity of care to
another setting.

(98) Modality - A specific type of treatment
(technique, method, or procedure) that is used to relieve
symptoms or induce behavior change. Modalities of
addiction treatment include, for example, detoxification or
antagonist medication, motivational interviewing, cognitive
behavioral therapy, group therapy, social skills training,
vocational counseling and self/mutual help groups.
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(99) Monitoring - The interaction between the
area authority or county program and a provider of public
services regarding the functions set forth in the
standards.

(100) Motivational Enhancement and Engagement
Strategies - A patient-centered counseling approach for
initiating behavior change by helping patients to resolve
ambivalence about engaging in treatment and stopping
substance use. This approach employs strategies to evoke
rapid and internally motivated change in the patient,
rather than guiding the patient stepwise through the
recovery process. (Adopted from Principles of Drug
Addiction Treatment-A Research Based Guide, National
Institute on Drug Abuse, 1999).

(101) Neglect - The willful act of withholding or
inadequately providing shelter, food, hydration, clothing,
medical care and good hygiene.

(102) Non-Violent Crisis Intervention - A process
of interrupting an action or behavior that is harmful to an
individual through the use of techniques that require
limited force or action.

(103) Nurse Delegation Program (NDP) - A general
term that refers to the entire system that allows non-
licensed persons to assist licensed nursing professionals
in the administration of medications in a residential
treatment setting.

(104) Opioid Agonist Treatment Medication - A
prescription medication, such as methadone, Buprenorphine
or other substance scheduled as a narcotic under the
Federal Controlled Substances Act (21 U.S.C. Section 811)
that is approved by the U.S. Food and Drug Administration
for use in the treatment of opiate addiction or dependence.

(105) Opioid Maintenance - The dispensing of
methadone for more than one-hundred eighty (180) days in
the treatment of an individual for dependence on opiates.

(1006) Outpatient Service - An organized non-
residential service, delivered in a variety of settings, in
which addiction treatment personnel provide professionally
directed evaluation and treatment of substance-related
disorders. Usually fewer than nine (9) hours.
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(107) Overdose - The inadvertent or deliberate
consumption of a dose much larger than that either
habitually used by the individual or ordinarily used for
treatment of an illness, and likely to result in a serious
toxic reaction or death.

(108) Parenting Skills Development - A structured
face-to-face encounter facilitated by a trained clinician
for the purpose of enhancing the parenting competency of
individuals who are parents of dependent children, and who
have a substance use disorder. This service may include
interactive activities involving the parents’ children.

(109) Partial Hospitalization - A generic term
encompassing day, night, evening and weekend treatment
programs that employ an integrated, comprehensive and
complementary schedule of recognized treatments. Commonly
referred to as “day treatment.” A partial hospitalization
program does not need to be attached to a licensed
hospital.

(110) Patient - An individual receiving
alcohol/other drug treatment. The terms “client”,
“patient” and “client” sometimes are used interchangeably
and refer to the individual who has completed the
screening, behavioral health screening and diagnostic
interview examination process and is receiving substance
abuse treatment services.

(111) Peer Counseling Services — The provision of
scheduled interventions by a certified peer counselor, who
is in recovery from a substance use or co-occurring
substance use and mental illness disorder, to assist a
client in the acquisition and exercise of skills needed to
support recovery. Services may include activities that
assist clients in accessing and/or engaging in treatment
and in symptom management, promote socialization, recovery,
and self-advocacy, and provide guidance in the development
of natural community supports and basic daily living
skills.

(112) Performance Improvement - A formal method of
evaluating the quality of care rendered by a provider and
is used to promote and maintain an efficient and effective
service delivery system. Performance improvement includes
the use of a quality assurance process to ensure that
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problems, when they occur are corrected appropriately and
in a timely manner.

(113) Pharmacotherapy - Any treatment of persons
served with medications, including methadone or opiate
replacement therapies.

(114) Physical Restraint - The direct application
of physical force to a client without the client’s
permission to restrict his or her freedom of movement.

(115) Placement Assessment - An interview with the
person served to collect information related to his/her
history and needs, preferences, strengths and abilities in
order to determine the diagnosis, appropriate services
and/or referral. (Modified CARF)

(11o) Prevention - Social, economic, legal,
medical and/or psychological measures aimed at minimizing
the use of potentially addicting substances, lowering the
dependence risk in susceptible individuals, or minimizing
other adverse consequences of psychoactive substance use.
Primary prevention consists of attempts to reduce the
incidence of addictive diseases and related problems in a
general population. Secondary prevention aims to achieve
early detection, diagnosis and treatment of affected
individuals. Tertiary prevention seeks to diminish the
incidence of complications of addictive diseases.

(117) Program - A generalized term for an
organized system of services designed to address the
treatment needs of patients.

(118) Progress Note - Written entries made by
clinical staff in the client record that document progress
or lack thereof toward meeting treatment plan objectives,
and which generally address the provision of services, the
client’s response to those services, and significant
events. Progress notes also include documentation of those
events and activities related to the client’s treatment.

(119) Psychiatric Seclusion - The involuntary
confinement of a client alone in a room, from which the
client is prevented from leaving for a prescribed period of
time in order to control or limit his/her dangerous
behavior.
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(120) Psychoeducation - Individualized instruction
and training of the persons served to increase their
knowledge and understanding of their psychiatric diagnoses,
prognoses, treatment and rehabilitation in order to enhance
their acceptance of these psychiatric disabilities,
increase their cooperation and collaboration with treatment
and rehabilitation, improve their coping skills, and
favorably affect their outcomes. Such education should be
consistent with the individual plans and be provided with
the knowledge and support of the interdisciplinary teams.
(CARF)

(121) Qualified Case Manager - An individual that
possesses a Bachelor of Science degree in a behavioral
health field or in nursing and have successfully completed
training in a case management curriculum approved by DMH to
provide case management services to the identified
population being served.

(122) Qualified Interpreter:

(a) Spoken Language Interpreters must be able to
interpret expressively and receptively using specialized
vocabularies between two persons speaking two languages.

(b) Sign Language Interpreters must meet the
expectations of the Spoken Language Interpreter plus be
eligible to work in Alabama as specified in Section 34,
Chapter 16 of the Code of Alabama, i.e. they must obtain
Interpreter licensure.

(123) Qualified Person - Any person qualified
under applicable law or professional requirement where they
exist to perform any function authorized under these rules.
Where professional qualifications are not imposed under
other law, these rules may permit persons to act as
specifically authorized.

(124) Qualified Physician - Is a Psychiatrist
or a licensed physician who has been granted privileges to
order seclusion or restraint.

(125) Qualified Registered Nurse - Is one who
has successfully completed a DMH approved psychiatric
management course and who as at least one (1) year
psychiatric nursing experience. A Registered Nurse who has
been granted privileges to implement seclusion or
restraint.
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(126) Qualified Substance Abuse Professional
I (QSAP I) - An individual licensed in the State of Alabama
as a Professional Counselor, Certified Social Worker,
Psychiatric Clinical Nurse Specialist, Psychiatric Nurse
Practitioner, Marriage and Family Therapist, Clinical
Psychologist, Physician’s Assistant, Physician and meets
the other qualifications as specified in the standards
themselves.

(127) Qualified Substance Abuse Professional
IT (QSAP II) - An individual who holds a master’s or
bachelor’s degree from an accredited college or university
in Psychology, Social Work, Community Rehabilitation,
Pastoral Counseling, Family Therapy, or other behavioral
health areas that requires equivalent clinical course work
and who meets the other qualifications as specified in the
standards themselves.

(128) Qualified Substance Abuse Professional
ITI (QSAP III) - An individual who has a bachelor’s degree
from an accredited college or university in Psychology,
Social Work, Community Rehabilitation, Pastoral Counseling,
Family Therapy, or other behavioral health area that
requires equivalent clinical course work and; who has a
minimum of two (2) years full-time paid employment
experience providing direct treatment or care for
individuals who have substance-related disorders, under the
supervision of a QSAP I, and holds a substance abuse
counselor certification.

(129) Readiness to Change - An individual’s
emotional and cognitive awareness of the need to change,
coupled with a commitment to change. When applied to
addiction treatment it describes the patient’s degree of
awareness of the relationship between his/her alcohol or
other drug use or mental health problems and the adverse
consequences of such use, as well as the presence of
specific readiness to change personal patterns of alcohol
and other drug use.

(130) Recovery Support Services - A range of non-
clinical services provided to facilitate the process of
recovery from substance use disorders and to promote
wellness. These services may be provided prior to, during
and after treatment for individuals and their families who
have been assessed as having a need for such.
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(131) Referral - The establishment of a link
between a client and another service by providing client
authorized documentation to the other service of the
client’s need and recommendations for treatment services,
and includes follow-up within a given time span as to the
disposition of the recommendations.

(132) Relapse - Recurrence of psychoactive
substance-dependent behavior in an individual who has
previously achieved and maintained abstinence for a
significant period of time beyond withdrawal.

(133) Relapse Prevention - Services designed to
support the recovery of the individual and to prevent the
recurrence of substance abuse.

(134) Resident - A patient in one of the
clinically managed, residential levels of care.

(135) Residential Detoxification - Detoxification
that is medically monitored and requires admission to a
Clinically Managed or Medically Monitored Detoxification
Program.

(1306) Restraint:

(a) Any manual method used or physical or
mechanical device, material, or equipment attached or
adjacent to a client’s body that he or she cannot easily
remove or that restricts freedom of movement or normal
access to one’s body.

(b) A drug used to control a client’s behavior
when that drug is not a standard treatment for the client’s
condition.

(c) The use of physical, mechanical, chemical,
or other means to temporarily subdue an individual or
otherwise limit a person’s freedom of movement. (CARF)

(137) Seclusion - The use of a secure,
private room designed to isolate a client who has been
determined by a physician to pose an immediate threat of
physical harm to self or others. Seclusion refers to the
placement of a client alone in any room from which the
client is physically prevented from leaving.

(138) Screening - A process involving a brief
review of a person’s presenting problem to determine the
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person’s appropriateness and eligibility for substance
abuse services and the possible level of services require.

(139) Sentinel Event - Is an unexpected
occurrence involving a child/adolescent receiving treatment
for a psychological or psychiatric illness that results in
serious physical injury, psychological injury, or death (or
risk thereof).

(140) Serious Incident/Critical Incident - The
occurrence or set of events inconsistent with the routine
operation of an approved treatment facility, or the routine
care of a client. Serious incidents, sometimes referred to
as critical incidents, include but are not necessarily
limited to the following:

(a) Adverse drug events.
(b) Self destructive behavior.
(c) Deaths and injuries (including automobile

accidents) to the client, client family, staff, and
visitors.

(d) Medication errors.

(e) Neglect or abuse of a client.

(f) Fire.

(g) Unauthorized disclosure of information.

(h) Damage to or theft of property belonging to

a client or an approved treatment facility.
(1) Other unexpected occurrences.

(3) Or events potentially subject to litigation.
A serious incident may involve multiple individuals or
results.

(141) Service Plan - A written plan of services,
developed by the clinician in conjunction with the client,
that addresses the individualized needs of the client
through devising plans for services that offer reasonable
promise of success and are consistent with the abilities
and circumstances of the client. The Service Plan is

9-44-24



Mental Health 580-9-44

reviewed regularly by the clinician and client to assess
its continued viability and effectiveness while respecting
the client’s input and freedom of choice.

(142) Setting - A specific place in which
treatment is delivered. Settings for alcohol/other drug
treatment include hospitals, methadone clinics, community
mental health centers and prisons or jails.

(143) Severity of Illness - Specific signs and
symptoms for which a patient requires treatment, including
the degree of impairment and the extent of a patient’s
support networks.

(144) Short-term Detoxification Treatment -
Detoxification treatment for a period not in excess of
thirty (30) days.

(145) Sign Language Interpreter - The provision of
sign language or interpreter services for clients enrolled
in a specified level of care by appropriately credentialed
professionals.

(1406) Smoking Cessation - A structured face-to-
face encounter provided by trained personnel to assist
individuals enrolled in a specific level of care in efforts
to stop smoking.

(147) Staffing/Case Review - A regularly scheduled
review of client’s treatment goals which involve the
client’s primary clinical staff person and other persons
involved in the implementation of the treatment plan.

(148) Staff Member - A person who is directly
employed by an organization on either a full- or part-time
basis. (CARF)

(149) Stages of Change - This refers principally
to the work of Prochaska and DiClemente, who described how
individuals progress and regress through various levels of
awareness of a problem, as well as the degree of activity
involved in behavior. While their original work studied
individuals who changed from smokers to non-smokers, the
concept of stages of change subsequently has been applied
to a variety of behaviors.
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(150) Standards - Specifications representing the
minimal characteristics of an alcohol and other drug abuse
treatment program, which are acceptable for the licensing
of a program.

(151) State Opioid Treatment Authority - The
Director, or designee, of the State of Alabama DMH
Substance Abuse Division’s Treatment Services or its
successor.

(152) Substance Abuse - Harmful use of a specific
psychoactive substance. The term also applies to one
category of psychoactive substance-related disorders.

While recognizing that “abuse” is part of present
diagnostic terminology, ASAM recommends that an alternative
term be found for this purpose because of the pejorative
connotations of the word “abuse”.

(153) Substance Abuse Service Provider - Any
entity or person. A public agency, a private for-profit or
not-for-profit agency, a person who is in private practice
and a hospital either licensed or exempt from licensure
that has obtained certification through DMH/SASD to provide
substance abuse services at any of the SASD approved levels
of care.

(154) Substance Dependence - Marked by a cluster
of cognitive, behavioral and psychological symptoms
indicating that the individual continues to use alcohol or
other drugs despite significant related problems. The
cluster of symptoms can include tolerance, withdrawal or
use of a substance in larger amounts or over a longer
period of time than intended; persistent desire or
unsuccessful efforts to cut down or control substance use;
a great deal of time spent in activities related to
obtaining or using substances or to recover from their
effects; relinquishing important social, occupational or
recreational activities because of substance use; and
continuing alcohol or drug use despite knowledge of having
a persistent or recurrent physical or psychological problem
that is likely to have been caused or exacerbated by such
use.

(155) Substance Use Disorders - Include Substance
Dependence and Substance Abuse, according to the specific
diagnostic criteria given in DSM IV. Substance Use
Disorders are one of two subgroups (‘substance dependence’
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and ‘substance abuse’) of the broader diagnostic category
of Substance-Related Disorders. In the ASAM PPC-2R, the
specific subgroup or disorder is used in the diagnostic
criteria for admission to certain levels of care.

(156) Supportive Counseling - Not considered
therapy but is provided to clients, or wvictims, to help
them discuss feelings relating to domestic violence, sexual
assault or abuse, and other issues that maybe negatively
affecting their well-being. It is used to help them
identify their strengths and to re-develop feelings of
self-worth. The client’s spouse, parents, or other family
members may also receive supportive counseling which
provides them with an outlet to verbalize their feelings
and to develop viable plans for action.

(157) Support Services - Those readily available
to the program through affiliation, contract or because of
their availability to the community at large (example:
911) . They are used to provide services beyond the
capacity of the staff of the program and which will not be
needed by patients on a routine basis or to augment the
services provided by staff.

(158) The Levels of Care:

(a) Level 0.5: Early Intervention: A service for
a group of individuals who, for a known reason, are at risk
of developing substance-related problems, or for those for
whom there is not yet sufficient information to document a
substance use disorder. (ASAM PPC-2R) .

(b) Level I: Outpatient Treatment: Organized
services that may be delivered in a variety of settings.
Includes professionally directed services provided by
addiction or mental health personnel that include
evaluation, treatment and recovery services. These services
are provided in regularly scheduled sessions and follow a
defined set of policies and procedures or medical protocols.
(ASAM PPC-2R)

(c) Level II: Intensive Outpatient
Treatment/Partial Hospitalization: An organized outpatient
service that delivers treatment services during the day,
before or after work or school, in the evenings, or on the
weekends. Includes programs that essentially provide
education and treatment components while allowing clients to
apply their newly acquired skills within “real world”
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environments. These programs have the capacity to arrange
for medical and psychiatric consultation,
psychopharmacological consultation, medication management
and 24-hour crisis services. (ASAM PPC-2R)

(d) Level III: Residential/Inpatient Treatment:
Encompasses organized services provided by addiction and
mental health personnel who provide a planned regimen of
care in a twenty-four (24) hour live-in setting. Such
services adhere to defined policies and procedures. They
are located in permanent facilities where clients reside
safely. They are staffed for twenty-four (24) hour coverage
and self-help groups are available on-site. There are five
types of programs located at this level:

1. Level III.01: Transitional Residential
Program
2. Level III.1: Clinically Managed Low

Intensity Residential Treatment

3. Level III.3: Clinically Managed Medium
Intensity Residential Treatment

4. Level III.5: Clinically Managed High
Intensity Residential Treatment

5. Level III.7: Medically Monitored Inpatient
Treatment (ASAM PPC-2R)

(e) Level IV: Medically Managed Intensive
Inpatient Treatment: These programs provide a planned
regimen of twenty-four (24) hour medically directed
evaluation, care and treatment of mental and substance-
related disorders in an acute care inpatient setting. They
are staffed by addiction-credentialed physicians,
psychiatrists and clinicians. Services at this level are
delivered under a defined set of policies and procedures and
have permanent facilities that include inpatient beds.

Level four programs provide care to clients whose mental and
substance-related problems are so severe that they require
primary biomedical, psychiatric and nursing care. Treatment
is provided twenty-four (24) hours a day and the full
resources of a general acute care hospital or psychiatric
hospital are available. Treatment is specific to SA or MI
disorders but the skills of the interdisciplinary team and
the availability of support services allow the conjoint
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treatment of any co-occurring biomedical condition that
needs to be addressed. (ASAM PPC-2R)

(159) Timeout - The restriction of a client
for a period of time to a designated area from which the
client is not physically prevented from leaving for the
purpose of providing the client an opportunity to regain
self-control.

(160) Tolerance - A stage of adaptation in which
exposure to a drug induces changes that result in
diminution of one or more of the drug’s effects over time.

(161) Transfer - Movement of the client from one
level of service to another, within the continuum of care.
The change may take place at the same location or by
physically moving the client to a different site for the
new level of care.

(162) Transfer Summary - A written Jjustification
of the circumstances of the transfer of a client from one
component to another or from one provider to another.

(163) Transitional Hold - A brief physical
restraint of an individual that may be face-down for the
purpose of quickly and effectively gaining physical control
of that individual, or prior to transport to enable the
individual to be transported safely.

(164) Transitional Residential Treatment -
Services directed by persons who specialize in addictions
treatment. They are appropriate for persons whose primary

problems involve emotional, behavioral or cognitive
concerns, readiness to change, relapse potential and
recovery environment dictates that these issues can be
addressed through arrangements for clinical/medical
services with the appropriate living situation.

(165) Transportation - Agency provided non-
emergency services utilized to transport a client to and
from treatment or care, and to and from community-based
organizations and activities during the course of treatment
or care, as identified in the individual’s service plan.

(166) Treatment - The application of professional

planned, merged, administered, and/or monitored evidenced-
based/best practices and procedures to identify, stabilize,
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minimize, or alleviate the harmful consequences of
substance related disorders and to restore impaired health
and functionality relative to the disorders.

(167) Treatment Program - Any program that
delivers alcohol and/other drug abuse treatment services to
a defined client population.

(168) Treatment Staff - The group of personnel of
the alcohol and other drug abuse treatment program, which
is directly involved in client care or treatment.

(169) Waiver - The voluntary relinguishment or
surrender of some known right or privilege. Waivers are
given in writing, listing clearly and unambiguously the
full knowledge of what is being waived. They are developed
specifically for a particular right, duty, or privilege and
cannot be used or applied to other essential functions of a
job or activity. All waivers are signed by the appropriate
authority.

(170) Youth - A person between six (6) and
eighteen years (18) of age. (CARF)
(171) Meaning of the wverbs in the Standards:

Attention is drawn to the use of the words “shall”,
“should”, and “may” in the SASD Standards:

(a) “Shall” is the term used to indicate a
mandatory statement, the only acceptable method under these
present standards.

(b) “Should” is the term used to reflect the

most preferable procedure, yet allowing for the use of
effective alternatives.

(c) “May” 1s the term used to reflect an
acceptable method that is recognized but not necessarily
preferred.

Author: Substance Abuse Services Division

Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: July 22, 1992. Extended: September 30,
1992. Extended: December 31, 1992. Certified: March 30,
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1993.
November 19,

Effective:

2003;

May 5,

effective December 24,

1993. Repealed and New Rule:

2003.
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(1) Qualified Treatment Personnel. The entity

shall employ qualified and trained personnel to ensure the
health, safety, and well-being of its clientele, and to
support efficient utilization of its resources.

(a) The entity shall develop, maintain, and
document implementation of written policies and procedures
to ensure that all personnel meet and remain current on
credentials required for certification, licensure, and for
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job performance and service delivery as specified by these

rules.
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Each respective level

Program Coordinator.
of care provided by the entity shall be under the

supervision of a Program Coordinator who meets the

requirements of a QSAP I or QSAP II and the following

criteria as written

Manage the day-to-day operations of the

respective level of care.

Ensure that the level of care is provided in

and in

accordance with the goals and objectives established for

herein,
this service by the governing authority.

accordance with the rules established,

Meet the qualifications set forth in these

rules for the respective level of care.
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4. Meet the following criteria:

(1) A Program Coordinator supervising one (1)
level of care at a single location may carry a caseload
that does not exceed fifteen (15) individuals.

(ii) A Program Coordinator may supervise multiple
levels of care operating in one (1) location, but may not
concurrently carry a caseload.

(11id) A Program Coordinator may supervise one (1)
level of care operating in multiple locations, but may not
concurrently carry a caseload.

(iv) A Program Coordinator may supervise multiple
levels of care operating in multiple locations, but may not
concurrently carry a caseload.

(v) A Program Coordinator carrying a caseload
may not function as a Clinical Supervisor.

(d) Qualified Substance Abuse Professionals
(QSAP) . The entity shall utilize qualified substance abuse
professionals, to provide treatment for individuals with
substance related disorders.

1. QSAP I. A Qualified Substance Abuse
Professional I (QSAP I) shall consist of:

(1) An individual licensed in the State of
Alabama as a:

(I) Professional Counselor, Graduate Level
Social Worker, Psychiatric Clinical Nurse Specialist,
Psychiatric Nurse Practitioner, Marriage and Family
Therapist, Clinical Psychologist, Physician’s Assistant,
Physician; or

(11) An individual who:

(I) Has a master’s Degree or above from a
nationally or regionally accredited university or college
in psychology, social work, counseling, psychiatric
nursing, or other behavioral health area with requisite
course work equivalent to that of a degree in counseling,
psychology, social work, or psychiatric nursing, and
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(I1) Has successfully completed a clinical
practicum—or has six month’s post master’s clinical
experience; and

(ITT) Holds a substance abuse counselor
certification credential from the Alabama Association of
Addiction Counselors, National Association of Alcoholism
and Drug Abuse Counselors, Alabama Alcohol and Drug Abuse
Association, or International Certification and Reciprocity
Consortium/Alcohol and Other Drug Abuse, Inc. which shall
be obtained within thirty (30) months of date of hire.

(11id) A QSAP I is authorized to provide services
as delineated in the most recent version of the ADMH
Substance Abuse Services Billing Manual as published and
maintained by ADMH.

2. QSAP II. A Qualified Substance Abuse
Professional II (QSAP II) shall consist of:

(1) An individual who:

(I) Has a Bachelor’s Degree from a nationally or
regionally accredited university or college in psychology,
social work, community, rehabilitation, or pastoral
counseling, family therapy, or other behavioral health area
that requires equivalent clinical course work, and

(I1) Is licensed in the State of Alabama as a
Bachelor Level Social Worker; or

(ITIT) Has a Bachelor’s Degree from a regionally
accredited college or university in psychology, social
work, community, rehabilitation, or pastoral counseling,
family therapy, or other behavioral health area that
requires equivalent clinical course work, and

(IV) Holds a substance abuse counselor
certification credential from the Alabama Association of
Addiction Counselors, National Association of Alcoholism
and Drug Abuse Counselors, Alabama Alcohol and Drug Abuse
Association, or International Certification and Reciprocity
Consortium.

(11) A QSAP II is authorized to provide services
as delineated in the most recent version of the ADMH
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Substance Abuse Services Billing Manual as published and
maintained by ADMH.

3. QSAP III. A Qualified Substance Abuse
Professional III (QSAP III) shall consist of:

(1) An individual who:

(1) Has a Bachelor’s Degree from a nationally or
regionally accredited university or college in psychology,
social work, community, rehabilitation, or pastoral
counseling, family therapy, or other behavioral health area
that requires equivalent clinical course work, and

(II) Participates in ongoing supervision by a
certified or licensed QSAP I for a minimum of one (1) hour
individual per week until attainment of a substance abuse
counselor certification credential from the Alabama
Association of Addiction Counselors, National Association
of Alcoholism and Drug Abuse Counselors, or Alabama Alcohol
and Drug Abuse Association, or International Certification
and Reciprocity Consortium/Alcohol and Other Drug Abuse,
Inc. which shall be obtained within thirty (30) months of
hire.

(11) A QSAP III is authorized to provide services
as delineated in the most recent version of the ADMH
Substance Abuse Services Billing Manual as published and
maintained by ADMH.

4. Qualified Paraprofessionals (QPP). A qualified
paraprofessional shall have the following minimum
qualifications:

(1) A high school diploma or equivalent, and

(id) One (1) year of work experience directly
related to job responsibilities and

(1id) Concurrent participation in clinical
supervision by a licensed or certified QSAP I.

(1v) A QPP is authorized to provide services as
delineated in the most recent version of the ADMH Substance
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Abuse Services Billing Manual as published and maintained
by ADMH.

5. Peer Support Specialist. A peer support
specialist must meet the following minimum gqualifications:

(1) Certified by ADMH as a Certified Recovery
Support Specialist (CRSS) within six (6) months of date of
hire, and

(11) Concurrent participation in clinical
supervision by a licensed or certified QSAP TI.

(iv) A Peer Support Specialist is authorized to
provide services as delineated in the most recent edition
of the ADMH Substance Abuse Services Billing Manual as
published and maintained by ADMH.

6. Students who are completing a graduate degree
from a regionally accredited university or college in
psychology, counseling, social work, or psychiatric nursing
may conduct direct services under the following conditions:

(id) The student is in a clinical practicum that is
part of an officially sanctioned academic curriculum.

(11) The student receives a minimum of one (1) hour
per week of direct clinical supervision (face to face) from
a licensed or certified QSAP I.

(iii) Any written clinical documentation generated by
the student must be reviewed and signed by the supervising
clinical staff member.

(3) Staff Development. The entity shall develop,
maintain, and document implementation of written policies
and procedures that establish a staff development and
training program for all employees, students, and
volunteers. This program shall include, at a minimum, the
following requirements:

(a) Annual Training: During each calendar year,
the entity shall provide training for each employee that

addresses the following topics:

1. Crisis intervention.
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2. Management of disruptive behavior.

3. Suicide prevention/intervention.

4. Confidentiality and privacy of client
information.

5. Cultural competency relative to the

program’s target population.

6. Infectious disease prevention and
management, to include at a minimum: TB, HIV/AIDS, Sexually
Transmitted Diseases and Hepatitis.

7. Program policies and procedures.

8. DMH Administrative Code specific to level (s)
of care.

(b) First Aid/Cardiopulmonary Resuscitation

(CPR) Training. All staff of each substance abuse
prevention, treatment, and recovery support program shall
obtain, within one (1) month of hire, and continuously,
thereafter, current certification in First Aid and CPR.

(4) An individual who met the requirements of
the Administrative Code 580-9-44-2 Personnel effective
March 2012 and was employed prior to the approval of these
rules shall be in good standing.

Author: Substance Abuse Services Division
Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: July 22, 1992. Extended: September 30,
1992. Extended: December 31, 1992. Certified: March 30,
1993. Effective: May 5, 1993. Repealed and New Rule: Filed
November 19, 2003; effective December 24, 2003. Repealed
and New Rule: Filed October 14, 2011; effective March 1,
2012. Amended: Filed October 25, 2017; effective February
12, 2018. Filed: August 15, 2018.
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REPEALED

580-9-44-.03 Client Rights. The entity shall develop,
maintain, and document implementation of written policies
and procedures that demonstrate how the organization
protects and promotes clients’ welfare, the manner in which
clients are informed of these protections, and the means by
which these protections are enforced, which shall include,
at a minimum, the following specifications:
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(1) The entity’s policies and procedures
governing the rights of clients shall adhere to all
applicable federal, state, and local laws and regulations.

(2) The entity shall be able to document and
demonstrate through implementation of its policies and
procedures that, at a minimum, each client has the
following rights:

(a) To considerate, respectful, humane,
adequate, and appropriate care from all employees of the
agency, at all times, under all circumstances.

(b) To receive accurate, easily understood
information at all times during every aspect of service
delivery.

(c) The option to give or withhold informed
consent:

1. Prior to the provision service delivery by
the entity and

2. Prior to participation in research projects.

(d) To receive a copy of any informed consents
authorized.

(e) To be informed of the person who has primary

responsibility for the client’s care.

(f) To participate fully in all decisions
related to treatment and care provided by the entity.

(9) To be provided with appropriate information
to facilitate decision making regarding treatment.

(h) To the provision of services in a manner
that is responsive to and respectful of the client’s unique
characteristics, needs and abilities.

(1) To the development of a unigque service plan
formulated in partnership with the program’s staff, and to

receive services based upon that plan.

(3) To the availability of an adequate number of
competent, qualified, and experienced professional clinical
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staff to ensure appropriate implementation of the client’s
service plan.

(k) To the provision of care as according to
accepted clinical practice standards within the least
restrictive and most accommodating environment possible.

(1) To be informed of the nature of possible
significant adverse effects of the recommended treatment,
including any appropriate and available alternative
treatments, services, and/or providers.

(m) To express preferences regarding the
selection of service provider (s).

(n) Service delivery that is absent of:

1. Physical abuse.

2. Sexual abuse.

3. Harassment.

4. Physical punishment.

5. Psychological abuse, including humiliation.
6. Threats.

7. Exploitation.

8. Coercion.

9. Fiduciary abuse.

(o) To report without fear or retribution, any

instances of perceived abuse, neglect, or exploitation.

(p) To use a grievance and appeal process for
dispute resolution.

(q) To provide input into the entity’s service

delivery processes through client satisfaction surveys and
other avenues provided by the governing body.
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(r) To be informed of all fees associated with
treatment for which payment will be due from the client,
and the consequences of nonpayment of required fees.

(s) To receive services in a safe and humane
environment.
(t) To privacy, both inside and outside the

program setting.

(u) To be informed of any potential restriction
of rights that may be imposed.

(v) To be informed of the parameters of
confidentiality.
(w) To be informed of all program rules and

client responsibilities prior to initiation of care, and
the consequences of non-compliance.

(x) To be informed of client rights at the time
of admission, both verbally and in writing.

(3) The entity shall develop, maintain, and
document implementation of written policies and procedures
that:

(a) Describe the mechanisms utilized for
implementation and protection of client rights, which shall
include at a minimum:

1. Informing the client of his/her rights at
the time of admission in a manner understood by the client,
and as needed throughout the service delivery process.

2. Providing the client with a copy of the
rights, in a medium that the client understands, at
admission and documenting this process in the client’s
service record.

3. Prominently posting copies of the rights
throughout the facility in which services are provided.

(b) Identify and govern implementation of
program rules, which shall:
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1. Be appropriate relative to the population
served and the level of care provided.

2. Be confined to those rules that are needed
to ensure order, safety, and promote client and staff
wellness.

3. Not be overly restrictive in their scope or
consequence.

4. Not be applied arbitrarily or capriciously.

5. Not use involuntary withdrawal of medication

or discharge from the program, unless all other means of
ensuring order, safety, or wellness have been attempted,
documented in the service record, and exhausted.

6. Provide clear guidelines relative to client
visitation, telephone use privileges, and receipt of mail.

7. Govern the use of seclusion and restraint.
8. Govern any situation resulting in planned or
unplanned restriction of client rights that shall include,

at a minimum:

(1) Identify personnel authorized to initiate
rights restrictions.

(id) A process for regularly evaluating:

(I) Any restrictions placed on the rights or
privileges of persons served.

(IT) The purpose or benefit of any type of
restriction.
(IIT) Methods to reinstate restricted or lost

privileges and rights.

(iii) Documentation of the restriction entered in
the clinical record and signed by the program director.

(c) Describe the methods by which the client may
review his/her clinical record.
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(d) Describe use of special equipment, such as
two-way mirrors and/or audio/visual equipment, which at a
minimum includes a requirement for the client’s written
informed consent for participation, and specification of:

1. The mechanism by which audio/visual content
will be destroyed.

2. The time parameters in which destruction
will take place.

3. Govern client participation in any research
or study using human subjects, to include at a minimum, the
following specifications:

(1) A description of the process utilized by the
entity to adhere to all governmental regulations,
including, Title 45 CFR (Code of Federal Regulations) Part

46. {1} Institutional Review Boards.

(ii) The process utilized to ensure adherence to
professional ethics.

(iii) The process by which the governing body:

(I) Is informed of the research or study
proposing utilization of the entity’s clientele.

(II) Grants and provides documentation of
authorization of the research or study.

(e) Describe the process utilized to obtain

client authorizations for release of confidential, private,
or other protected information.

Author: Substance Abuse Services Division
Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.
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REPEALED

580-9-44-.04 Abuse and Neglect.

(1) The entity shall develop, maintain, and
document compliance with policies and procedures to protect
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each client’s right to be free from physical and mental
abuse, exploitation, or neglect. At a minimum, these
policies and procedures shall:

(a) Affirm and safeguard the rights of each
client pursuant to all applicable federal, state, and local
laws and 580-9-44-.03.

(b) Ensure that prompt action is taken to
prevent the potential of further abuse while an
investigation is in process.

(c) Provide for an immediate and thorough
investigation of all allegations of abuse, exploitation, or
neglect by trained, experienced personnel delegated with
all necessary authority. The status of all investigations
shall be reported to the executive director of the program
or his or her designated representative on a continuous
basis.

(d) Establish reasonable and appropriate
corrective action, including education, training, and
disciplinary action for any program-affiliated individual
who has been found responsible for abuse, exploitation, or
neglect of clients. All criminal violations shall be
reported to the Office of the Attorney General, State of
Alabama, or the local district attorney for consideration
of further legal action.

(e) Establish a process whereby the program’s
administrators, professionals, direct-care staff, and
volunteers receive informational material and training on
client rights and on prevention of client abuse,
exploitation, and/or neglect. The entity shall maintain
documentation that verifies:

1. FEach new staff member is provided with
opportunities to establish a working knowledge of client
rights and prevention of abuse, exploitation, and neglect.

2. Training addressing client rights, neglect,
exploitation, and abuse is provided on an ongoing basis for
all staff.

(2) The entity shall report all cases of

suspected client abuse, neglect, and/or exploitation to the
Mental Illness and Substance Abuse Services Division
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Associate Commissioner’s office as according to 580-9-44-
.09, and to the Alabama Department of Human Resources in
accordance with DMH incident reporting procedures,
incorporated herein by reference.

(3) All mandatory notifications relative to
neglect and abuse shall be made in accordance with
applicable Federal and Alabama State Law.

Author: Substance Abuse Services Division

Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.

REPEALED

580-9-44-.05 Grievances, Complaints, and Appeals.

(1) The entity shall document implementation of
written policies and procedures by which a person served
may make a formal complaint, file a grievance, or appeal a
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decision made by the organization’s staff members or team
that, at a minimum:

(a) Specify that actions taken to file a
complaint, grievance, or appeal will not result in
retaliation or barriers to service.

(b) Identify program personnel with whom the
grievance, complaint, or appeal may be initiated.

(c) Ensure easy client accessibility to the
grievance/complaint/appeal process, including allowing the
process to be initiated verbally or in writing.

(d) Rights information is posted in commonly
used public areas of residential facilities where clients
live and also where they receive services; such notices
shall include the 800 numbers of the DMH Mental Illness and
Substance Abuse Advocacy Program, Federal Protection and
Advocacy System and local Department of Human Resources.

(e) Describe each step of the
grievance/complaint/appeal process, including:

1. Staff and client responsibilities.

2. The role of third parties, including
advocates, in dispute resolution.

3. Procedures for review and investigation,
including participation by external parties.

4. Time frames that are adequate for prompt
consideration and that result in timely decisions for the
person served.

5. Procedures to provide both verbal and
written notification to the client regarding actions taken
to address the grievance/complaint/appeal.

(2) Clients shall be provided a copy of the
entity’s grievance/complaint/appeal procedures at admission
and the procedures shall be posted throughout the facility
in which services are provided.
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(3) The entity shall document implementation of
procedures to explain the grievance/complaint/appeal
process in a manner that is understandable to the client.

(4) The entity shall maintain a written log of
all grievances, complaints, and appeals filed, including
the date initiated and the date resolved.

(5) The governing authority shall annually
review, update as appropriate, and approve the entity’s
grievance, complaint, and appeal process.

Author: Substance Abuse Services Division

Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.

REPEALED

580-9-44-.06 Confidentiality and Privacy. The entity
shall develop, maintain, and document implementation of
written policies and procedures that govern confidentiality
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and privacy of client information that include, at a
minimum, the following specifications:

(1) Policies and procedures shall comply with
all state and federal laws and regulations relative to
confidentiality and privacy of client information,
including but not limited to, Confidentiality of Alcohol
and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the
Health Insurance Portability and Accountability Act of 1996
(HIPAA), 45 C.F.R. Pts. 160 & 164, and shall address:

(a) Protected information, including, but not
limited to:

1. On-site and off-site correspondence.

2. Telephone correspondence.

3. Face-to-face correspondence.

4. Written correspondence.

5. The provision of any other information that

would disclose the identity of an individual as an
alcohol or drug abuse client.

6. The provision of identifiable health
information, including medical record numbers.

(b) Disclosure of client information with the
client’s consent.

(c) Revocation of authorized information
releases.

(d) Authorized information releases.

1. Disclosures with the client’s consent shall

be authorized in writing, in a manner understood by the
client, and shall include, at a minimum:

(1) The name of the client for whom the
information will be disclosed.

(id) The name of the program making the
disclosure.
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(iid) The purpose of the disclosure.

(iv) The identity of the person or organization
that will be the recipient of the disclosed information.

(v) A description of exactly what information
will be disclosed.

(vi) A statement that the client may revoke the
consent to release information at any time, except to the
extent the program has already acted in reliance upon the
consent.

(vii) A statement that the revocation may be oral
as well as written.

(viii) The date, event, or condition upon which the
consent for release of information will expire, not to
exceed one (1) year from the date of its execution.

(1x) Notification to the information recipient
prohibiting re-disclosure.

(x) The signature of the client or the signature

of the person who is legally authorized to sign the
release.

(x1) The name and signature of the staff member
witnessing the client’s signature.

(xii) The date the consent form is signed.

(e) Disclosure of protected information without
the client’s consent.

(f) Re-disclosure of protected information.
(g) The entity’s response to:

1. Subpoenas.

2. Court orders.

3. Search warrants.

4. Arrest warrants.

9-44-50



Mental Health 580-9-44

5. Deceased client disclosures.

(h) Electronic health information and records.
(2) The entity shall:

(a) Document implementation of the process in

which clients are notified of their rights to
confidentiality and privacy. At a minimum, notice must:

1. Be given at first delivery of service.

2. Inform the client of the federal law and
regulations that protect alcohol and drug abuse patient
records.

3. Describe limited circumstances
of disclosure.

4., State that violation of the law and
regulations is a crime.

5. State that the client’s commission of a
crime on the premises or against program personnel is
not protected.

6. State that suspected child abuse or neglect
may be reported.

7. Provide citations to the applicable
federal law and regulations.

8. Be provided in writing and orally in a
manner understood by the client.

(b) Identify program personnel authorized to
disclose protected client information.

(c) Specify procedures for documenting all
disclosures of protected information in the client record.

(d) Specify procedures utilized to give clients

access to their records and to ensure protection of the
information disclosed.
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(3) The entity shall not release confidential
information in a client’s record that pertains to other
clients.

(4) Adolescent Specific Criteria. When a minor,
age fourteen (14) through age eighteen (18), is treated for
a substance related disorder, with or without parental
consent, the entity shall document compliance with relevant
federal, state and local laws, relative to disclosure of
adolescent client information.

Author: Substance Abuse Services Division

Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.

REPEALED
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580-9-44-.07 Seclusion and Restraint.

(1) Clients treated in programs certified by the
Alabama Department of Mental Health have the right to be
free of seclusion and restraint. Seclusion and restraint
are safety procedures to be used as a last resort.

(2) Clients may be placed in seclusion or may be
physically restrained only when necessary to prevent the
client from physically harming self or others, and after
less restrictive alternative interventions have been
unsuccessful or are determined not to be feasible, and when
authorized by a qualified physician.

(3) Any program providing substance abuse
prevention, early intervention, or treatment services,
utilizing client seclusion and/or restraint must establish
written policies and procedures specifically defining and
governing these practices that are reviewed and approved
by the governing authority annually.

Author: Substance Abuse Services Division

Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.

REPEALED
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580-9-44-.08 Child and Adolescent Seclusion and
Restraint. Because of the high risk nature of seclusion
and restraint procedures and the potential for harm to
clients, the Mental Illness and Substance Abuse Services
Division of the DMH Seclusion and Restraint is included
here to place the standards within the proper context.

(1) Children/adolescents residing or receiving
treatment in a community based setting certified by the DMH
have the right to be free of seclusion and restraint.
Seclusion and restraint are safety procedures of last
resort. Seclusion and restraint are not therapeutic
interventions and are not interventions implemented for the
purpose of behavior management.

(2) Children/adolescents may be placed in
seclusion or physically restrained only in emergency
situations when necessary to:

(a) Prevent the child/adolescent from physically
harming self or others.

(b) Less restrictive alternative treatment
interventions have been unsuccessful or are determined not
to be feasible.

(c) When authorized by a qualified individual.

(3) The DMH requires that any organization
certified by DMH develop special safety procedures that
reflect the policy above. Mechanical restraints are
prohibited. Additionally, procedures must be developed
which address standards of care as required in this
section.

(4) The standards for seclusion and restraint do
not apply in the following circumstances with the exception
that the standard section that addresses staff competence
and training is applicable under these circumstances:

(a) To the use of restraint associated with
acute medical or surgical care.

(b) When a staff member(s) physically redirects
or holds a child without the child’s permission, for
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fifteen (15) minutes or less in outpatient/nonresidential
programs.

(c) To timeout less than fifteen (15) minutes in
length for residential programs and under thirty (30)
minutes in length for outpatient programs implemented in
accordance with the procedures described in this section.

(d) To instances when the client is to remain in
his or her unlocked room or other setting as a result of
the violation of unit/program rules of regulations
consistent with organizational policies and procedures.
Organizational policies and procedures shall require that
room restriction be for a specified time and be limited to
no longer than twelve (12) hours. Should the client decide
not to comply and leave the area, seclusion and restraint
cannot be instituted unless the criteria are met.

(e) To protective equipment such as helmets.

(f) To adaptive support in response to assessed
physical needs of the individual (for example, postural
support, orthopedic appliances).

(5) The organization must have written policies
and procedures that support the protection of clients and
reflect the following:

(a) Emphasize prevention of seclusion and
restraint.
(b) Demonstrate seclusion or restraint use 1is

limited to situations in which there is immediate, imminent
risk of a child/adolescent harming self or others.

(c) Implemented only when less restrictive
alternative treatment interventions have been unsuccessful
or are determined not to be feasible and documented in the
client record.

(d) Is never used as coercion, discipline, or
for staff convenience.

(e) Is limited to situations with adequate,
appropriate clinical justification.
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(f) Is used only in accordance with an
authorization from a seclusion and restraint trained QSAP I
or qualified trained registered nurse.

(g) Seclusion and restraint may not be used in
lieu of effective communication with clients who are deaf,
hard of hearing, or have limited English proficiency. In
the case of clients who are deaf and who use sign language
to communicate, restraints must be applied in a way that
leaves at least one (1) hand free to sign.

(h) When appropriate, Transitional Hold, rather
than prone restraint, will be used as an effective safer
technique in behavioral emergency situations in which
restraint is needed.

(6) Nonphysical interventions are always
considered the most appropriate and preferred intervention.
These may include redirecting the child/adolescent focus,
verbal de-escalation, or directing the child/adolescent to
take a timeout.

(7) Utilization of restraint, seclusion,
timeouts, and other techniques associated with the safety
of the client or used to help him/her gain emotional
control shall be implemented and documented in accordance
with all applicable requirements and documentation shall be
maintained in the client record. The client’s parent/legal
guardian will be asked at diagnostic interview examination
for the frequency with which they would like such
information shared with them and client records shall
reflect that notifications conform with requests.

(8) The initial assessment of each client at the
time of admission or diagnostic interview examination
assists in obtaining all of the following information about
the client that could help minimize the use of seclusion
and restraint. Such information is documented in the client
record. The program informs the family/legal guardian about
use and reporting. The following information is
obtained/provided:

(a) Techniques, methods, or tools that would
help the client control his or her behavior. When
appropriate, the client and/or family/legal guardian shall
assist in the identification of such techniques.
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(b) Preexisting medical conditions or any
physical disabilities and limitations that would place the
client at greater risk during seclusion or restraint
including developmental age and history, psychiatric
condition, and trauma history.

(c) Any history of sexual or physical abuse that
would place the client at greater psychological risk during
seclusion or restraint.

(d) If the client is deaf and uses sign
language, provision shall be made to assure access to
effective communication and that techniques used will not
deprive the client of a method to communicate in sign
language.

(e) The client and/or family/legal guardian is
informed of the organization's philosophy on the use of
seclusion and restraint to the extent that such information
is not clinically contraindicated.

(f) The role of the family/legal guardian,
including their notification of a seclusion or restraint
episode, is discussed with the client and, as appropriate,
the client's family/legal guardian. An agreement will be
made with the family/legal guardian at diagnostic interview
examination regarding notification.

(9) Seclusion/physical restraint may be
authorized only by a licensed independent practitioner
(LIP), Seclusion and Restraint trained QSAP I, preferably
the one who is primarily responsible for the client's care
or by a qualified registered nurse. The person authorizing
seclusion or restraint meets the requirements and such is
verifiable in the personnel records. Chemical restraint may
be ordered only by a licensed physician, certified
registered nurse practitioner, or licensed physician’s
assistant. The authorization for each instance is
documented in the client record.

(10) In the event that a client who is deaf, hard
of hearing, or limited English proficient must be
restrained, effective communication shall be established by
a staff member fluent in the client’s language of choice.
If the client’s preferred language is sign, the staff
member shall hold an Intermediate Plus level or higher on
the Sign Language Proficiency Interview or be a qualified
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interpreter. The manner of communication is documented in
the client record. A client who is deaf must have at least
one hand free during physical restraint.

(11) Authorizations for the use of seclusion and
restraint have the following characteristics:

(a) Are limited to one (1) hour.

(b) Are not written as a standing order or on an
as needed basis (that is, PRN).

(c) Specify the behavioral criteria necessary to
be released from seclusion and restraint. It is documented
that clients are released as soon as the behavioral
criteria are met.

(12) Agency written policies and procedures
require every effort to be made to terminate seclusion and
restraint at the earliest time it is safe to do so. Time
limited orders do not mean that restraint or seclusion must
be applied for the entire length of time for which the
order is written. Efforts to terminate seclusion and
restraint shall be documented in the client’s record
including when seclusion and restraint is appropriately
terminated sooner than the timeframe for the order ends.

(13) When seclusion or restraint is terminated
before the time limited order expires, that original order
can be used to reapply the seclusion or restraint if the
individual is at imminent risk of physically harming self
or others and nonphysical interventions are not effective.

(14) At the time the initial authorization for
seclusion or restraint expires, the client receives an in
person reevaluation conducted by a Licensed Independent
Practitioner (LIP), Seclusion and Restraint trained QSAP I
preferably the one who is primarily responsible for the
client’s care or by a Qualified Registered Nurse.
Documentation in the client record shall address all of the
following requirements of the in person evaluation:

(a) The client’s psychological status.

(b) The client’s physical status as assessed by
a RN, MD, DO, CRNP, or PA.
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(c) The client’s behavior.

(d) The appropriateness of the intervention
measures.

(e) Any complications resulting from the
intervention.

(f) The need for continued seclusion and
restraint.

(9) The need for immediate changes to the

client’s course of care such as the need for timely follow
up by the client’s primary clinician or the need for
medical, psychiatric, or nursing evaluation for needed
medication changes.

(15) If the seclusion or restraint is to be
continued at the time of the reevaluation, the following
procedures must be followed and documented in the client
record:

(a) A new written authorization is given by a
Licensed Independent Practitioner or by a Qualified
Registered Nurse as defined above, preferably by the one
who 1is responsible for the care of the client.

(b) When next on duty, the S and R trained QSAP
I licensed independent practitioner evaluates the efficacy
of the individual's treatment plan and works with the
client to identify ways to help him or her regain self-
control.

(c) If the authorization is continued past the
first hour, the case responsible QSAP I licensed
independent practitioner will be notified within twenty-
four (24) hours of the client’s status.

(16) Clients in seclusion or restraint are
monitored to ensure the individual’s physical safety
through continuous in—person observation by an assigned
staff member who is competent, fluent in the preferred
language of the client (spoken or signed), and trained in
accordance with the standard. The items in 580-9-44-.08(22)
are checked and documented every fifteen (15) minutes. If
the client is in restraint, a second staff person is
assigned to observe him/her.

9-44-59



Mental Health 580-9-44

(17) Within twenty-four (24) hours after a
seclusion or restraint has ended, the client and staff who
were involved in the episode and who are available
participate in a face-to-face debriefing about each episode
of seclusion or restraint. To the extent possible, the
debriefing shall include:

(a) All staff involved in the intervention
except when the presence of a particular staff person may
jeopardize the wellbeing of the client.

(b) Other staff and the client’s personal
representative(s) as specified in the notification
agreement may participate in the debriefing.

(c) The facility must conduct such discussion in
a language that is understood by the client and the
client’s personal representative(s).

(d) The debriefing must be documented in the
client record. The debriefing is used to:

1. Identify what led to the incident and what
could have been handled differently.

2. Ascertain that the client's physical
wellbeing, psychological comfort, and right to privacy and
communication were addressed.

3. Facilitate timely clinical follow up with
between the client and primary therapist as needed to
address trauma.

4., When indicated, modify the individual's
treatment plan.

(18) Within twenty-four (24) hours after a
seclusion or restraint has ended or the next business day
appropriate supervisory staff, administrative staff, and
the case responsible QSAP I shall perform an administrative
review. To the extent that it is possible, the review
should include all staff involved in the intervention, when
available. The administrative review is used to:
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(a) Identify the procedures, if any, that staff
are to implement to prevent any recurrence of the use of
seclusion or restraint.

(b) Discuss the outcome of the intervention,
including any injuries that may have resulted from the use
of seclusion or restraint.

(c) Staff must document in the client’s record
that the review sessions took place and must include in
that documentation the names of staff who were present for
the review, names of staff excused from the review, and any
changes to the client’s treatment plan that result from the
review.

(d) The review shall include particular
attention to the following:

1. Multiple incidents of seclusion and
restraint experienced by a client within a twelve (12) hour
timeframe.

2. The number of episodes for the client.

3. Adequacy of communication in instances of
seclusion or restraint of clients who are deaf, hard of
hearing, or limited English proficient.

4., Instances of seclusion or restraint that
extend beyond two (2) consecutive hours.

5. The use of psychoactive medications as an
alternative to, or to enable discontinuation of restraint
or seclusion.

(19) In order to minimize the use of seclusion
and restraint, all direct care staff as well as any other
staff involved in the use of seclusion and restraint
receive annual training and demonstrate competency in the
safe use of restraint before they participate in any use of
seclusion or restraint:

(a) The underlying causes of threatening
behaviors exhibited by the clients they serve.

(b) That sometimes a client may exhibit an
aggressive behavior that is related to a medical condition
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and not related to his or her emotional condition, for
example, threatening behavior that may result from delirium
in fevers, hypoglycemia.

(c) That sometimes inability to effectively
communicate due to hearing loss or limited English
proficiency leads to misunderstanding or increased
frustration that may be misinterpreted as aggression.

(d) How their own behaviors can affect the
behaviors of the clients they serve.

(e) The use of de-escalation, mediation, self-
protection and other techniques, such as timeout.

(f) Recognizing signs of physical distress in
clients who are being held, restrained, or secluded.

(g) The viewpoints of clients who have
experienced seclusion or restraint are incorporated into
staff training and education in order to help staff better
understand all aspects of seclusion and restraint use.
Whenever possible, clients who have experienced seclusion
or restraint contribute to the training and education
curricula and/or participate in staff training and
education.

(20) Staff who are authorized to physically apply
seclusion or restraint receive the training and demonstrate
competency described in 580-9-44-.08(22).

(21) Staff who are authorized to physically apply
seclusion or restraint receive annual training and
demonstrate competency in the safe use of restraint,
including physical holding techniques.

(22) Staff who are authorized to perform the
fifteen (15) minute monitoring of individuals who are in
seclusion or restraint receive the training and demonstrate
the competence cited above and also receive ongoing
training and demonstrate competence in:

(a) Taking and recording vital signs.
(b) Effective communication.
(c) Offering and providing nutrition/hydration.
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(d) Checking for adequate breathing, circulation
and range of motion in the extremities.

(e) Providing for hygiene and elimination needs.

(f) Providing physical and psychological
comfort.

(9) Assisting clients in meeting behavior

criteria for the discontinuation of seclusion or restraint.

(h) Documenting behavior and informing clinical
staff of behavior indicating readiness for the
discontinuation of seclusion or restraint.

(1) Recognizing when to contact a medically
trained licensed independent practitioner or emergency
medical services.

(3) Recognizing signs of injury associated with
seclusion and restraint.

(k) Recognizing how age, developmental
considerations, gender issues, ethnicity, and history of
sexual or physical abuse may affect the way in which an
individual reacts to physical contact.

(1) Recognizing the behavior criteria for the
discontinuation of seclusion or restraint.

(m) Records of initial and ongoing staff
training and competency testing shall be maintained in
personnel records and training materials shall be available
for review as needed.

(23) All direct care staff are competent to
initiate first aid and cardiopulmonary resuscitation.
Records of staff training shall be maintained in personnel
records.

(24) There is a written plan for provision of
emergency medical services. Client records demonstrate that

appropriate medical services were provided in an emergency.

(25) Seclusion and restraint shall:
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(a) Be implemented in a manner that protects and
preserves the rights, dignity, and wellbeing of the
child/adolescent.

(b) Be implemented in the least restrictive
manner possible in accordance with safe, appropriate
restraining techniques.

(c) Not be used as punishment, coercion,
discipline, retaliation, for the convenience of staff, or
in a manner that causes undue physical discomfort, harm, or
pain.

(26) Client records document that the use of
seclusion or restraint is consistent with organization
policy, and documentation focuses on the individual. Each
episode of use is recorded. Documentation includes:

(a) The circumstances that led to their use.

(b) Consideration or failure of nonphysical
interventions.

(c) That clients who are deaf or limited English

proficient are provided effective communication in the
language that they prefer (signed or spoken) during
seclusion and restraint.

(d) The rationale for the type of physical
intervention selected.

(e) Notification of the individual's
family/legal guardian consistent with organizational policy
and the agreement with the family/legal guardian.

(f) Specification of the behavioral criteria for
discontinuation of seclusion or restraint, informing the
client of the criteria, and assistance provided to the
client to help him or her meet the behavioral criteria for
discontinuation.

(g) Each verbal order received from a LIP
physician, certified registered nurse practitioner, or
physician’s assistant must be signed within forty-eight
(48) hours.
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(h) Each evaluation of the client signed by the
staff person who provided the evaluation.

(1) Continuous monitoring to include fifteen
(15) minute assessments of the client’s status.

(3) Debriefing of the individual with staff.

(k) Any injuries that are sustained and
treatment received for these injuries.

(1) Circumstances that led to death.

(27) Staffing numbers and assignments are
adequate to minimize circumstances leading to seclusion and
restraint and to maximize safety when seclusion and
restraint are used. Staff qualifications, the physical
design of the facility, the diagnoses and acuity level of
the residents, age, gender, and developmental level of the
residents shall be the basis for the staffing plan.

(28) The provider must report the use of
seclusion and restraint to DMH in accordance with published
reporting guidelines. Additionally, the organization is
required by applicable law and regulations to report
injuries and deaths to external agencies.

(29) The provider must demonstrate that
procedures are in place to properly investigate and take
corrective action where indicated and where seclusion and
restraint results in client injury or death.

(30) Timeout shall be implemented as follows:

(a) A client in timeout must never be physically
prevented from leaving the timeout area.

(b) Timeout may take place away from the area of
activity or from other clients such as in the client’s room
(exclusionary) or in the area of activity of other clients
(inclusionary) .

(c) Staff must monitor the client while he or
she is in timeout.

(d) Documentation shall support that these
procedures were followed and shall include the following:
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1. Circumstances that lead to the use of
timeout regardless of whether the timeout was client
requested, staff suggested, or staff directed.

2. Name and credentials of staff who monitored
the client throughout the timeout.

3. Where on the provider’s premises either an
inclusionary or an exclusionary timeout was implemented.

4. The length of time for which timeout was
implemented.
5. Behavioral or other criteria for release

from timeout if applicable.

6. The status of the client when timeout ended.
Author: Substance Abuse Services Division
Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.
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580-9-44-.09 Incident Reporting. The entity shall
develop, maintain, and document compliance with written
policies and procedures to promptly address the occurrence
of any incident and/or critical incident that has the
potential to adversely impact the health, safety, and
wellbeing of any client at any location in which the entity
provides services.

(1) A formal process shall be established to
govern the entity’s response to the following events, at a
minimum, in the course of service delivery:

(a) Actual or perceived abuse, including but not
limited to:

1. Physical abuse.

2. Sexual abuse.

3. Neglect.

4. Exploitation.

5. Mistreatment.

6. Verbal abuse.

(b) Major client injury.

(c) Confidentiality or privacy breach.

(d) Death.

(e) Client elopement.

(f) Unplanned relocation of clients.

(g) Legal/criminal activity.

(h) Media events

(1) Medication errors.

(3) Non-consensual sexual contact.
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(k) Suicide attempt.

(1) Hospitalization.

(m) Seclusion.

(n) Restraint.

(o) Any other events that adversely affect, or

has the potential to be harmful or hazardous to the health,
safety, or wellbeing of a client, and does not fall into
one of the categories listed above.

(2) Policies and procedures governing the
entity’s response to the occurrence of an incident and/or
critical incident shall include, at a minimum:

(a) Staff responsibilities relative to reporting
incidents and/or critical incidents.

(b) The process used to document the occurrence
of incidents and/or critical incidents.

(c) Timeframes for initial and subsequent
response by the entity’s executive and clinical leadership
staff to the occurrence of incidents and/or critical
incidents and to the need, as appropriate, to ensure the
safety of the parties involved.

(d) The process used to investigate the
circumstances surrounding an incident and/or critical
incident and to take appropriate action to bring resolution
to the event.

(e) Timely and appropriate review of incident
and/or critical incident reports by the organization’s
governing body, along with, its executive and clinical
leadership staff.

(f) Incorporation of incident and/or critical
incident report data into the entity’s performance
improvement processes.

(g) A process to ensure the timely reporting of

incidents and/or critical incidents as required by law, to
DMH as according to the Mental Illness and Substance Abuse
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Services Division Incident/Critical Incident Reporting
Procedures incorporated herein by reference, and to
families or others as according to the circumstances of the
incident.

(3) The entity shall comply with the published
incident reporting requirements of DMH.

Author: Substance Abuse Services Division
Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012.

580-9-44-.10 Infection Control. The entity shall develop,
maintain, and document compliance with a written plan for
exposure control relative to infectious diseases that
shall, at a minimum, include the following requirements:

(1) The plan shall be inclusive of the entity’s
staff, clients, and volunteers.

(2) The plan shall be consistent with protocols
and guidelines established for infection control in
healthcare settings by the Federal Center for Disease
Control, and shall at a minimum include:

(a) Policies and procedures to mitigate the
potential for transmission and spread of infectious
diseases within the agency.

(b) Risk assessment and screening of clients
reporting high risk behavior and symptoms of communicable
disease.

(c) Procedures to be followed for clients known
to have an infectious disease.

(d) Provisions to offer directly or by referral
to all clients who voluntarily accept the offer for
HIV/AIDS early intervention services to include, HIV pre-
test and post-test counseling and case management and
referral services, as needed, for medical care.
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(e) The provision of HIV/AIDS, Hepatitis, STD,
and TB education for all program admissions.

(f) A formal process for screening all program
admissions for TB.

(9) TB testing for all employees prior to
initiation of duties after hiring, and annually thereafter.

(h) The entity shall document compliance with
all laws and regulations regarding reporting of
communicable diseases to the Alabama Department of Public
Health.

Author: Substance Abuse Services Division

Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012.
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REPEALED

580-9-44-.11 Performance Improvement. The provider shall
provide written documentation of the entity’s operation and
maintenance of a Performance Improvement System.

(a) The Performance Improvement System shall be
designed to:

1. Monitor and assess organizational processes
and outcomes.

2. At a minimum, identify and monitor important
processes and outcomes for the six (6) components of
Performance Improvement, Quality Improvement, Incident
Prevention and Management, Utilization Review, Consumer and
Family Satisfaction, Review and Treatment Plans, and
Seclusion and Restraint (if applicable) consistent with the
definitions described in this section.

(1) Correct and follow up on identified
organizational problems.

(11) Improve the quality of services provided.

(1ii) Improve client and family satisfaction with
services provided.

3. The Performance Improvement System shall
provide meaningful opportunities for input, relative to the
operation and improvement of services, from key
stakeholders including clients, family members, consumer
groups, advocates, and advocacy organizations.

4. The Performance Improvement System shall be
described in a written plan, which, at a minimum shall:

(1) Identify and encompass all program service
areas and functions, including volunteer and subcontracted

client services.

(ii) Outline the provider’s mission related to
Performance Improvement.
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(iii) Include the entity’s goals and objectives
for Performance Improvement.

(1v) Define the organizational structure of
Performance Improvement activities, which shall include
establishment of a functional Performance Improvement
Committee. This committee shall:

(I) Consist of representatives of various
professional disciplines within the organization.

(I1) Determine the processes and outcomes to be
monitored, in addition to those required by these rules.

(ITI) Determine the frequency in which information
will be reviewed.

(IV) Select indicators.
(V) Evaluate gathered information.
(VI) Decide actions to be taken to correct

identified problems.
(VII) Recommend corrective actions.

(VIII) Evaluate implementation and effectiveness of
corrective actions taken.

(IX) Meet at least quarterly.
(X) Generate written, dated minutes of each

meeting prior to the next meeting that shall include, at a
minimum:

I. Member attendance.

IT. Indicators reviewed at the meeting.

IIT. Conclusions reached.

IV. Recommendations for corrective action.

V. Indicators to be reviewed at the next
meeting.
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(XI) Document all performance improvement
activities and maintain them on site for review for a
minimum of two (2) years.

(XII) Establish specific staff responsibility for
coordination of the Performance Improvement System.

(XIII) Specify the manner in which Performance
Improvement findings and recommendations are communicated
to all levels of the organization and key stakeholders,
including, but not limited to:

I. The governing authority.

IT. Staff.

ITI. Clients, families, and advocates.

IV. DMH.

(XIV) Provide for review and approval by the

governing authority on an annual basis and when revisions
are made.

5. Performance Improvement Activities. The
entity shall develop, maintain, and document implementation
of written policies and procedures to:

(1) Establish quality indicators that are:

(I) Relevant to the level of care and services
provided.

(IT) Based upon professionally recognized

standards of care.
(ITI) Inclusive of indicators required by DMH.
(ii) Systematically monitor and evaluate the
entity’s program utilization data, including, but not

limited to:

(I) Time from initial client contact with the
program to initial appointment.

(IT) Appointment no show rates.
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(ITII) Behavioral Health Screening/Placement
Assessment only (i.e. clients who have a Behavioral Health
Screening/Placement Assessment and do not follow through
with treatment recommendation and those who are not deemed
appropriate for any level of care).

(IV) The number of active cases.

(V) Retention rates.

(VI) Length of stay.

(VII) The number of admissions.

(VIII) The number of program discharges.

(IX) The number terminated due to choosing no

further treatment.

(X) The number of dropouts due to inability to
contact.

(XTI) The number of referrals to another agency.

(XII) The number of transfers to another level of

care within the continuum of care.

(XIIT) The number and types of services rendered to
clients.

(XIV) Average number of individuals waiting for
admission.

(XV) Average number of days individuals remain on

the waiting list for admission.

(1ii) Monitor service access and retention
processes.
(iv) Conduct periodic and timely review of any

deficiencies, requirements, and performance improvement
recommendations received from DMH certification site
visits, advocacy visits, and/or from any other funding,
auditing, regulatory, accrediting, or licensing bodies.
This process shall include a specific mechanism for the
development, implementation, and evaluation of the
effectiveness of action plans designed to correct
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deficiencies and prevent reoccurrence of deficiencies
cited.

(v) Conduct an administrative and clinical
review of a representative sample of active and closed
client records. This review shall function to:

(I) Assess the appropriateness of the admission
relative to published admission criteria.

(IT) Assess the presence, accuracy and
completeness of clinical documentation in relation to these
rules and the organization’s policies and procedures.

(II1) Monitor the timeliness, adequacy, and
appropriateness of service planning for each client, which
shall address, at a minimum:

I. Timeliness of individualized service plan
development.
IT. Implementation of service plan reviews and

updates as required by program policy and DMH.

IIT. Appropriateness of the Individualized
Service Plan in relation to assessed client needs.

IV. Evidence of active involvement of the
client, family, and collateral support systems in the

service planning process.

V. Evidence of cultural competency in service
planning and delivery.

VI. Documentation of service delivery in
relation to the Individualized Service Plan.

(IV) Adequacy of case development and management.

(vi) Assess the satisfaction of clients and
families, including:

(I) The client’s perception of the outcome of
services received.

(IT) The client’s perception of the quality of
the therapeutic alliance.
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(ITI) Other perceptions of clients and families
regarding factors that impact care and treatment, including
but not limited to:

I. Access to care.

IT. Knowledge of program information.

IIT. Staff helpfulness.

(vii) Monitor treatment outcomes, with proximal
formal client feedback in real time (i.e. session rating
scales, stage of change, etc.) and post-treatment outcomes

including, but not limited to, those specified in 580-9-44-
.13(28).

(viii) Monitor appropriate utilization of
clinical/treatment services and other resources for the
clients served (i.e. clinical peer reviews, clinical
reviews, etc.).

(ix) Determine if treatment or care procedures
are deficient or flawed.

(x) Monitor incidents and/or critical incidents
involving clients to include at a minimum:

(I) Timeliness of identification and reporting
of incidents and/or critical incidents.

(II) Identification of trends and actions taken
to reduce risk, and to improve the safety of the service
environment for clients.

(x1) Monitor staff development activities.

6. The entity shall document development and
implementation of a process to produce:

(1) Quarterly reports of performance improvement
activities, findings, and recommendations.

(1i1i) An annual aggregate review of performance
improvement findings, assessment of trends and patterns,
actions taken relative to findings, and recommendations for
needed improvements.
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Author: Substance Abuse Services Division
Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012. Filed: August 15, 2018.
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580-9-44-.12 Operational Policies and Procedures Manual.
The entity shall develop a written, indexed Policies and
Procedures Manual which shall, minimally, contain each of
the required written policies, procedures, practices,
plans, and processes as specified by these rules.

(1) All policies and procedures contained within
the Policies and Procedures Manual shall be:

(a) Approved by the organization’s governing
body.

(b) Include input by the programs’ staff,
clients, their families, and client advocates, as
appropriate.

(c) Consistent with DMH Mental Illness and
Substance Abuse Services Division standards relative to
client rights.

2. The Policies and Procedures Manual shall be:

(a) Updated as needed, with modifications
clearly specified and approved as according to written
procedures established by the governing authority before
they are instituted.

(b) Reviewed and approved, at least, on an
annual basis by the governing authority with this review

process documented in writing.

(c) Easily accessible to all program personnel,
with a copy available at each service location.

(d) Accessible for review by DMH upon request.
Author: Substance Abuse Services Division
Statutory Authority: Code of Ala. 1975, §22-50-11.

History: New: Filed: October 14, 2011; effective March 1,
2012.

9-44-78



Mental Health 580-9-44

580-9-44-.13 Program Description.

(1) A program description shall be maintained
for each level of care provided by the entity and shall
specify the name, address, fax number, email address, phone
number, and website of the program wherein the level of
care 1is provided.

(2) Program Philosophy. The entity shall develop
and maintain written documentation of a science,
theological, or other evidence based philosophy that
provides the framework around which the agency’s programs
and services have been developed.

(a) The framework shall reflect knowledge of and
incorporate elements that address, at a minimum:

1. The American Society for Addiction Medicine
Patient Placement Criteria for the Treatment of Substance-
Related Disorders.

(b) The entity’s program philosophy shall be
reviewed and approved annually as dictated by the
provider’s governing authority.

(3) Goals and Objectives. The entity shall
establish annual goals and objectives for each level of
care.

(4) Accessibility:
(a) Each entity shall demonstrate accessibility

planning that addresses the needs of clients, family
members, visitors, personnel, and other stakeholders.

1. The address and directions to the program.
2. The hours of operation.
3. Telephone numbers for information, access to

care, and emergencies.
4. The levels of care and services provided
directly by the entity and those by affiliated

subcontractors.

5. The criteria for admission to the program.
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6. Referral services provided.
7. Fees required for services.
(b) FEach entity shall provide written

documentation and evidence of implementation of policies
and procedures that seek to establish a welcoming,
accessible, culturally linguistically competent system of
care for all.

1. Incorporate a “welcoming policy” into the
entity’s philosophy and mission statement, and demonstrate
implementation of this policy through staff training,
business and clinical practice, and performance improvement
efforts.

2. Establish policies governing, and the
processes utilized to ensure access to care for individuals
with co-occurring mental illness and substance use
disorders.

3. Describe the procedures utilized to
publicize the organization’s co-occurring capabilities.

4, Establish policies governing, and the
processes utilized to ensure access to care for individuals
with disabilities, speech, language, and/or hearing
impairments.

5. All certified providers serving women shall
develop, maintain, and document implementation of written
policies and procedures to:

(1) Ensure priority access to services for
pregnant women and IV drug users and make this information
known to the public.

(c) Marketing and promotional material
distributed by or on behalf of each entity shall accurately
portray the scope of services provided.

(5) General Clinical Practice. The program shall
have and implement written procedures to assure that
consumers who are deaf or who have limited English
proficiency are provided culturally sensitive,
linguistically appropriate access to services.
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(6) Screening. The entity shall develop,
maintain, and document implementation of written policies
and procedures for a screening process to briefly screen
individuals prior to initiation of a behavioral health
screening or diagnostic interview examination, or early
intervention, treatment, or recovery support service. At a
minimum, this process shall:

(a) Identify the presence of risk factors for a
substance use or substance use and co-occurring mental
disorder.

(b) Specify when and where the screening process
may take place.

(c) Specify the instruments utilized to conduct
the screening process.

(d) Describe the procedures followed when the
screening process:

1. Identifies risk factors for a substance use
or co-occurring substance use and mental disorder.

2. Does not identify risk factors for a
substance or co-occurring substance use and mental
disorder.

3. Identifies the need for crisis intervention.

(e) Specify the procedures for documenting the
screening process.

(£) The entity shall document that the results
of the screening are clearly explained to the client and to
the client’s family as appropriate.

(g) The entity shall submit screening data to
the DMH management information system, ASAIS, as according
to the most recent edition of Data Reporting Guidelines
established and published by DMH, incorporated herein by
reference.

(7) Placement Assessment.
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(a) All entities seeking to have a client
admitted to a DMH certified facility for early
intervention, treatment, or recovery support services shall
develop, maintain, and document implementation of written
policies and procedures to:

1. Conduct, or receive from another entity, a
written Placement Assessment containing an evaluation of
each client’s level of functioning in the six (6) ASAM
dimensions that shall:

(1) Describe the process for scheduling a
Placement Assessment and how this information is
publicized.

(ii) Identify the tools utilized to formulate the
Placement Assessment which shall include at a minimum the
DMH Authorized Placement Assessment.

(iii) Describe the procedures for addressing
request by other organizations to conduct a Placement
Assessment.

(iv) Identify the staff positions to conduct a
Placement Assessment.

2. Develop a level of care recommendation based
upon the Placement Assessment, which shall describe:

(1) The process for determining the appropriate
level of care.

(11) The role of the client and significant
others in this process.

3. Initiate service delivery including
referral, as appropriate, based upon the client’s level of
care recommendation, which shall identify the procedures
followed when the Placement Assessment:

(1) Identifies the need for an available level
of care.

(11) Identifies the need for an unavailable level
of care.

(1ii) Identifies the need for crisis intervention.
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4. The entity shall develop, maintain, and
document implementation of policies and procedures to
ensure completion of the referral process resulting from
the Placement Assessment, regardless of the outcome of the
Placement Assessment.

5. The entity shall submit Placement Assessment
data to the DMH management information system, ASAIS, as
according to the most recent edition of Data Reporting
Guidelines established and published by DMH, incorporated
herein by reference.

(8) Levels of Care Designation. Each entity
shall specifically name and describe in policy each level
of care, as listed in 580-9-44-.13(1-4), provided as
according to authorization of the governing authority.

(a) Level 0.5: Early Intervention Services,
consisting of:

1. FEarly Intervention Services for Adults.
2. Early Intervention Services for Adolescents.
3. Early Intervention Services for Pregnant

Women and Women with Dependent Children.

4. Early Intervention Services for Persons with
Co-Occurring Substance Use and Mental Illness Disorders.

(b) Level I: Outpatient Treatment, consisting
of:

1. Outpatient Services for Adults.

2. Outpatient Services for Adolescents.

3. Outpatient Services for Pregnant Women and

Women with Dependent Children.

4. Outpatient Services for Persons with Co-
Occurring Substance Use and Mental Illness Disorders.

5. Ambulatory Detoxification Without Extended
on-site Monitoring.
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6. Opioid Maintenance Therapy Program.

(c) Level II: Intensive Outpatient
Services/Partial Hospital Treatment, consisting of:

1. Intensive Outpatient Services for Adults.

2. Intensive Outpatient Services for
Adolescents.

3. Intensive Outpatient Services for Pregnant

Women and Women with Dependent Children.

4. Intensive Outpatient Services for Persons
with Co-Occurring Substance Use and Mental Illness
Disorders.

5. Partial Hospitalization Program for Adults.

6. Partial Hospitalization Program for
Adolescents.

7. Partial Hospitalization Program for Pregnant

Women and Women with Dependent Children.

8. Partial Hospitalization Program for Persons
with Co-Occurring Substance Use and Mental Illness
Disorders.

9. Ambulatory Detoxification With Extended on-
site Monitoring.

(d) Level III: Residential Treatment Services,
consisting of:

1. Transitional Residential Services for
Adults.

2. Transitional Residential Services for
Adolescents.

3. Clinically Managed Low Intensity Residential

Programs for Adults.

4. Clinically Managed Low Intensity Residential
Programs for Adolescents.
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5. Clinically Managed Low Intensity Residential
Programs for Pregnant Women and Women with Dependent
Children.

6. Clinically Managed Low Intensity Residential
Programs for Persons with Co-occurring Substance Use and
Mental Illness Disorders.

7. Clinically Managed Medium Intensity
Residential Programs for Adults.

8. Clinically Managed Medium Intensity
Residential Programs for Adolescents.

9. Clinically Managed Medium Intensity
Residential Programs for Pregnant Women and Women with
Dependent Children.

10. Clinically Managed Medium Intensity
Residential Programs for Persons with Co-occurring
Substance Use and Mental Illness Disorders.

11. Clinically Managed High Intensity
Residential Programs for Adults.

12. Clinically Managed High Intensity
Residential Programs for Pregnant Women and Women with
Dependent Children.

13. Clinically Managed High Intensity
Residential Programs for Persons with Co-occurring
Substance Use and Mental Illness Disorders.

14. Medically Monitored Intensive Residential
Programs for Adults.

15. Medically Monitored Intensive Residential
Programs for Pregnant Women and Women with Dependent
Children.

16. Medically Monitored Intensive Residential
Programs for Persons with Co-occurring Substance Use and

Mental Illness Disorders.

17. Medically Monitored High Intensity
Residential Programs for Adolescents.
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18. Medically Monitored Residential
Detoxification Program.

(9) Admission Criteria. Each entity shall
develop, maintain, and document compliance with written
criteria that shall govern admission to each respective
level of care provided by the organization. The criteria
shall, at a minimum:

(a) Specify that no person will be denied
admission to the program, beyond the scope of unique
service level eligibility criteria, on the basis of sex,
race, color, creed, handicap, or age in accordance with
Title VI of the Civil Rights Act of 1964, as amended, 42
USC 2000d, Title XI of the Education Amendments of 1972, 20
USC 1681-1686 and s.504 of the Rehabilitation Act of 1973,
as amended 29 USC 794, and the American with Disabilities
Act of 1990, as amended, 42 USC 12101-12213.

(b) Specify the unique characteristics of the
program’s target population.

(c) Incorporate the admissions criteria for the
respective level of care provided as specified in these
rules.

(d) Specify that priority access to admission
for treatment will be given to the following groups in
order of priority:

1. Individuals who are pregnant and have
intravenous substance use disorders.

2. Individuals who are pregnant and have
substance use disorders.

3. Individuals who have intravenous substance
use disorders.

4. Women with dependent children.
5. Individuals who are HIV positive.
6. All others with substance use disorders.
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(e) Describe the process utilized for
prioritizing admission requests.

(f) Specify the criteria for readmission.

(9) Describe the process implemented when an
individual is found to be ineligible for admission. This
process shall include the following procedures, at a
minimum:

1. Upon request, a written rationale that
objectively states or describes the reasons for service
denial shall be provided to clients who have been
determined ineligible for admission.

2. The entity shall provide referrals
appropriate to the prospective client’s needs.

3. Reassessment (Behavioral Health Screening)
shall be allowed when an individual presents for services
after a previous denial of admission.

(1) Describe the process for clients to appeal
an adverse admission decision, which shall include the
process in which clients are informed of this right.

(10) Exclusionary Criteria. Each entity shall
provide written documentation of criteria used to deny
admission or readmission of clients into the program.

(a) The entities policies, procedures and
practices shall not support admission denials based

exclusively on:

1. Age, with consideration of whether the
program is an adult or adolescent program.

2. Gender, with consideration given to whether
the program serves one or both sexes.

3. Pregnancy status, with consideration given
to programs that only serve males.

4. Educational achievement and literacy.

5. Household composition.
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6. Ethnic background.

7. Income level and ability to pay (unless
private for profit).

8. Need for or use of medication assisted
therapy.

9. Disability.

10. Existence of a co-occurring mental illness

and substance use disorder.

11. HIV status.

12. Current maintenance on methadone.

13. Previous admissions to the program.

14. Prior withdrawal from treatment against

clinical advice.

15. Referral source.

16. Involvement with the criminal Jjustice
system.

17. Relapse.

(11) Continuous Assessment.

(a) Each entity shall develop, maintain and

document implementation of written policies and procedures
that define a continuous Assessment Service process that
shall, at a minimum, incorporate the following elements:

1. The entity shall establish a process that
begins during the Placement Assessment.

2. The entity shall establish a continuous
assessment service process that provides for ongoing
reassessment throughout the service delivery episode in
response to client progress or the lack thereof, newly
identified symptoms or other concerns, client requests to
address specific issues, evaluation of continued stay
needs, etc. At a minimum continuous assessment shall
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consist of a structured process that incorporates the
following components:

(1) Continuous client engagement for
collaboration in identification of service needs,
establishment of goals and objectives for treatment and
progress assessment.

(11) Collection and evaluation of current client
data and historical information presenting issues relative
to the ASAM diagnostic and dimensional criteria and client
feedback relative to service needs and desired outcomes.
This data and information may include, but shall not be
limited to:

(I) Review of the findings of the Intake and
Assessment.

(II) Psychological, intellectual, and other
testing.

(ITII) Client and family interviews

(1ii) Identification of the scope of services

needed to address each client’s needs in the least
restrictive environment.

(iv) Determination if the care required by the
client can be adequately provided in the level(s) of care
offered by the program.

(v) Identification of client risk for harm to
self or others.

(vi) The continuous assessment service process
shall ensure the collection and evaluation of sufficient
information to establish a basis for service planning.

(vii) The continuous assessment service process
shall be reflective of each client’s presenting needs and
desires for treatment outcome, and shall document the
client’s involvement in the process.

3. Adolescent Specific Criteria. The intake
process for adolescents shall include the components
specified in 580-9-44-.13(6-7), and shall also include, at
a minimum, evaluation of:
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(1) Legal custody status, including clear
identification of the legal parent or guardian.

(11) All aspects of the adolescent’s functioning,
including physical, emotional, cognitive, educational,
nutritional and social in relation to normative development
for chronological age.

(iid) Play, recreation and daily activity needs.
(iv) Family history and current living situation.
(v) Family dynamics and its impact on the

youth’s and family’s current needs.

(vi) Environmental issues.

(vii) Physical health, when required, that
assesses:

(1) Motor development and functioning.

(I1) Sensorimotor functioning.

(IT1) Speech, hearing and language functioning.

(IV) Visual functioning.

(V) Immunization status.

(VI) Oral health and oral hygiene.

4., Co-occurring Disorders Specific Criteria.

The intake process for individuals who have co-occurring
disorders shall address criteria, as relevant in 580-9-44-
.13(6-7), and specific to level of care, also:

(1) Include a chronological history of past
mental symptoms, diagnosis, treatment, and impairment,
particularly listing that period of time before the onset
of substance abuse and during extended periods of
abstinence.

(11) Include a description of current strengths,

supports, limitations, skills deficits, and cultural
barriers as they affect (impede or enhance) the
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individual’s ability to follow treatment recommendations
due to their illness, disorder, or problem.

(111) Identify and determine disability, and/or
functional impairment.

5. Women and Dependent Children Specific
Criteria. The intake process for women who are pregnant
and/or have dependent children shall address criteria, as
relevant in 580-9-44-.13(6-7), and specific to level of
care at a minimum:

(1) Shall be family centered and gender
responsive addressing:

(I) Assessment of primary medical care to
include prenatal care, primary pediatric care and
immunization for their children.

(II) Relationships.

(ITII) Sexual & physical abuse.

(IV) Parenting skills and practices.

(V) Childcare.

(id) Include assessment of children participating

in treatment with their mothers which shall, at a minimum,
evaluate:

(I) Developmental, emotional, and physical
health functioning and needs.

(IT) Sexual & physical abuse.
(ITII) Neglect.
(b) Each entity shall specify in writing the

procedures to ensure:

1. Pregnant women and/or women with dependent
children are given preference in admission.

2. Sufficient case management to include
transportation.
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3. Publicizing the availability of service to
women through:

a. Street outreach programs.

b. Ongoing public service announcements.
C. Advertisements in print media.

d. Posters and other information placed in

targeted areas.

e. Frequent notification of availability of
such treatment distributed to the network of community
based organizations, health care providers and social
service agencies.

4., Interim services are avallable and offered.

(12) Individual Service Planning Process. Each
entity shall develop, maintain and document implementation
of written policies and procedures defining the client
service planning process that shall include, at a minimum,
the following components:

(a) An individualized service plan shall be
developed for each person admitted to a level of care.

1. The plan shall be developed in partnership
with the client and, initially, based upon the client’s
goals at the time of admission.

2. The client shall be in agreement with the
service plan and able to understand and articulate the
plan’s goals and strategies.

3. There shall be documentation in the clinical
record describing the client’s participation in development
of the service plan and the process utilized to assure the
client’s understanding and ability to articulate the plan’